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Valium 

diazEpam/RoohE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advtse  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazmes,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 

<’  \ Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

» /®  Nutley,  New  Jersey  07110 
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Valium 

diazepam/RochE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 

<’  \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

y®  Nutley,  New  Jersey  07110 


UNDERSEA  MEDICINE— 

It’s  Not  Your  Everyday  Practice 

Undersea  Medicine  is  one  of  the  unique 
medical  specialties  the  Navy  offers.  With  its 
increased  emphasis  on  underwater  explora- 
tion and  a growing  nuclear  submarine  fleet, 
the  Navy  needs  physicians  to  deal  with  phy- 
siological and  psychological  problems  Navy 
men  face  in  an  underwater  environment. 
CONSIDER  THE  POSSIBILITIES 

Your  experience  and  special  Navy  training 
could  qualify  you  for  Undersea  Medicine  or 
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CONSIDER  THE  BENEFITS 

The  starting  salary  is  at  least  $34,000  per 
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tion, total  medical  care,  malpractice  cover- 
age, great  retirement  benefits  and  family 
privileges  attendant  upon  being  a commis- 
sioned officer. 

CONSIDER  THE  OPPORTUNITY 

The  Navy's  a great  place  to  specialize. 
You'll  work  with  the  best  equipment,  associ- 
ate with  other  highly  motivated  Navy  doctors, 
and  have  the  help  of  a highly  trained  staff 
to  handle  most  of  your  paperwork. 

You  owe  it  to  yourself  to  get  all  the  facts. 
If  you're  a graduate  of  an  American  medical 
school,  send  a resume  to  Robert  S.  Peiser,  Jr., 
Lt.,  Medical  Service  Corps,  U.S.  Navy,  Navy 
Recruiting  District,  Washington,  Presidential 
Bldg.,  Suite  301,  6525  Belcrest  Rd.,  Hyatts- 
ville,  Maryland  20782. 
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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 

If  you  are  a patient  PCL  provides  convenient 
locations  with  free  parking  and  prompt  service.  If 
you  are  a doctor  you  can  use  our  radio  dispatched 
ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL's  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 
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PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 
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at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
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arrange  a personal  visit  to  provide  the  facts  and 
answers  to  any  questions  you  may  have. 
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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 

If  you  are  a patient  PCL  provides  convenient 
locations  with  free  parking  and  prompt  service.  If 
you  are  a doctor  you  can  use  our  radio  dispatched 
ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL’s  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
locations  plus  modern  technology  and  equipment 
at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
call  us  and  our  local  technical  representative  will 
arrange  a personal  visit  to  provide  the  facts  and 
answers  to  any  questions  you  may  have. 


Professional  Clinical  Labs 

MAIN  BUSINESS  OFFICE  1701  shallcross  avenue,  Wilmington,  DE  19806 


571-0570 


FOUNDED 
17  7 6 


INCORPORATED 
17  89 


elaware 

%dud  $omd 


Official  Publication  of  the  Medical  Society  of  Delaware 


1925  Lovering  Avenue,  Wilmington,  Delaware  19806 


VOLUME  53 


JULY,  1981 


NUMBER  7 


EDITOR 

Bernadine  Z.  Paulshock,  M.D. 

ASSISTANT  EDITOR 

Lynn  Barnes 

PUBLICATION  COMMITTEE 
1980-81 

William  J.  Holloway,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 
Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 
Francis  P.  Parker,  M.D. 

P.  John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 

EDITORIAL  BOARD  1981 

Robert  Abel,  J r.,  M.D. 

Patrick  F.  Ashley,  M.D. 
Katherine  L.  Esterly,  M.D. 
Stephen  H.  Franklin,  M.D. 
Mark  John  Granada  M.D. 

Carl  I.  Glassman,  M.D. 

O.  Keith  Hamilton,  M.D. 
George  L.  Henderson,  M.D. 
John  E.  Hocutt,  Jr.,  M.D. 
William  L.  Jaffee,  M.D. 

Jeffry  I.  Komins,  M.D. 

Alfred  Lazarus,  M.D. 

Ruben  A.  Teixido,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 
William  J.  Vandervort,  M.D. 
John  S.  Wills,  M.D. 

EMERITUS  EDITORS 

A.  Henry  Clagett,  Jr.,  M.D. 
Robert  B.  Flinn,  M.D. 

BUSINESS  MANAGER 

Anne  Shane  Bader 


CONTENTS 


338  COMMUNIQUE 

Arthritis  and  Unproven  Remedies 

The  Delaware  Chapter  Arthritis  Foundation 

341  PRESIDENT’S  PAGE 

The  Role  of  Professional  Organizations 

343  LETTERS  TO  THE  EDITOR 
Gonorrhea  Vaccine 
O.  J.  Poliak,  M.D. 

Health  Care  Costs  and  Health  Planning  in  Delaware 
Amos  M.  Burke 

345  FOUR  CENTURIES  BEFORE  “GRAY’S  ANATOMY” 

347  TREATMENT  OF  OSTEOMYELITIS  AND 
INFECTIOUS  ARTHRITIS 
William  J.  Holloway,  M.D. 

352  EDITORIALS 

Hazards  in  Diagnostic  Reasoning 
“Ugly”  People 

V.  Terrell  Davis,  M.D. 

355  NUTRITION  IN  THE  CARE  OF  THE 
CANCER  PATIENT 
Stephen  M.  Weiss,  M.D. 

358  BOOK  REVIEWS 

361  RECENT  DEVELOPMENTS  IN  THE  TREATMENT 
OF  EPILEPSY,  PART  II:  MODERN 
THERAPEUTIC  METHODS 
John  M.  Pellock,  M.D. 

365  SPECIALTY  SOCIETIES 

Delaware  Chapter,  American  Academy  of  Pediatrics 

367  AN  OVERVIEW  OF  PREVENTION  AND 

TREATMENT  OF  ASTHMA  IN  CHILDREN 
Peter  Konig,  M.D.,  Ph.D. 


Subscription  price:  $12.00  per  year  in 
advance.  Single  copies,  $1.50. 


373  IN  BRIEF 


Entered  as  second-class  matter  June  28.  192*  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3.  1879  Issued 
monthly.  Second  class  postage  paid  at  Wilmington.  Delaware.  Copyright  1981  by  the  Medical  Society  of  Delaware.  Indexed  in 

“Hospital  Literature  Index"  and  "Index  Medicus.”  Listed  in  "CC/Clinical  Practice."  Available  through  University  Microfilms. 


Del  Med  Jrl,  July  1981 — Vol  53,  No  7 


339 


The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 
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ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL’s  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
locations  plus  modern  technology  and  equipment 
at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
call  us  and  our  local  technical  representative  will 
arrange  a personal  visit  to  provide  the  facts  and 
answers  to  any  questions  you  may  have. 
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The  PCL  system  is  based  on  Professional 
Clinical  Laboratories  commitment  to  provide  local 
high  quality  laboratory  testing.  PCL  is  made  up  of 
highly  skilled  and  experienced  people  who  use 
modern  technology  and  equipment  ot  give  you 
dependable  test  results. 

If  you  are  a patient  PCL  provides  convenient 
locations  with  free  parking  and  prompt  service.  If 
you  are  a doctor  you  can  use  our  radio  dispatched 
ick-up  service  and  prompt  reporting  system  to 
elp  diagnose  and  treat  your  office  patients 
effectively.  Business  and  industry  can  rely  on  the 


PCL  system  to  provide  a full  range  of  services 
personalized  to  suit  their  needs. 

PCL’s  local  full  service  laboratories  offer  you 
the  best  of  both  worlds  — local  people  and 
locations  plus  modern  technology  and  equipment 
at  a price  lower  than  if  you  had  your  tests  done 
elsewhere. 

For  more  information  about  the  PCL  system 
call  us  and  our  local  technical  representative  will 
arrange  a personal  visit  to  provide  the  facts  and 
answers  to  any  questions  you  may  have. 
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Subjecrt:  New  Equipment  - Benefits  to  Customers 


As  a part  of  PCL's  managements  commitment  to  quality  lab  testing,  good 
service  and  fair  prices,  we  are  involved  in  a never  ending  evaluation 
of  new  technology  in  equipment  and  test  procedures. 

When  our  volume  is  appropriate  to  justify  a purchase,  we  move  to  get  the 
equipment  best  suited  to  meet  our  customers  needs.  As  examples  of  this, 
we  have  recently  purchased  several  new  lab  instruments  which  improve  our 
ability  to  provide  prompt,  accurate  results  in  our  hematology,  toxicology 
and  chemistry  departments. 

The  single  largest  change  we  are  making  this  year  involves  our  automated 
chemistry  analyzer.  After  a selection  process  of  several  months,  we  have 
purchased  a Technicon  SMA  II  C biochemical  analyzer  system  The  reputation 
of  the  SMA  systen  has  been  earned  by  a long  history  of  accuracy  and  reliability 
in  labs  throughout  the  country  and  we  are  convinced  of  this  machines  ability 
to  help  us  provide  improved  diagnostic  information  for  your  use  in  patient 
care  and  screening. 

The  report  generated  by  the  machine  is  easily  reviewed  by  trained  technologists 
and  the  format  is  known  and  used  by  many  physicians  on  a daily  basis  already. 

Our  transition  period  should  therefore  be  limited  to  approximately  30-45  days, 
after  which  the  SMA  report  will  become  the  regular  chemistry  profile  report 
you  receive. 

If  you  have  any  questions  or  special  requirements  or  concerns  about  this 
change,  please  call  me  directly  at  655-7268. 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 

RHEUMATOLOGY  UPDATE  1981 


In  the  beginning  of  this  new  year,  the  Delaware 
Chapter  Arthritis  Foundation  is  extremely  pleased 
to  initiate  this  page,  which  will  appear  quarterly 
in  the  Delaware  Medical  Journal,  to  provide  the 
medical  community  with  news  relevant  to  the 
overall  management  of  the  arthritic  patient.  We 
hope  it  will  also  function  to  familiarize  Delaware 
physicians  with  the  many  programs  made  avail- 
able to  patients  by  the  Delaware  Chapter  of  the 
Arthritis  Foundation. 

Currently,  the  Medical  and  Scientific  Commit- 
tee of  the  Chapter**  is  involved  with  the  final 
stages  of  organizing  a symposium,  “RHEUMA- 
TOLOGY UPDATE  1981,”  which  will  be  held  in 
Wilmington  on  Thursday  evening  and  Friday, 
March  19-20,  1981.  This  will  be  the  first  in  a 
yearly  series  of  rheumatology  symposia  updating 
important  practical  diagnostic  and  therapeutic 
consideration  in  the  rheumatic  diseases. 

The  symposium  will  begin  Thursday  evening 
with  a dinner  for  all  attending  physicians.  Dr. 
Joseph  Lee  Hollander,  Professor  of  Medicine  at 
the  University  of  Pennsylvania  and  a father  of 
American  rheumatology,  has  accepted  our  invi- 
tation to  give  the  after-dinner  lecture.  Dr.  Hol- 
lander will  speak  on  the  “Differential  Diagnosis 
of  Rheumatic  Disease.” 

Friday  morning  will  begin  a full  day  of  lectures 
and  workshops,  conducted  by  a number  of  promi- 
nent guest  rheumatologists.  The  morning  session 

‘Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 
“Members  of  the  Medical  and  Scientific  Committee  are:  Sharyn 
Baldwin  R.N.;  Catherine  H.  Carpenito;  I.  Favel  Chavin,  M.D.; 
Ronald  G.  Connolly,  M.D.  (Chairman  Rheumatology  Update 
1981);  Anthony  L.  Cucuzzella,  M.D.;  Richard  D’Alonzo,  M.D.; 
Naomi  Goldstein,  OTR;  Ruth  Graham,  R.N.;  Russell  J.  Labo- 
witz,  M.D.;  James  H.  Newman,  M.D.;  Wai  Wor  Phoon,  M.D.; 
Edward  F.  Quinn,  III,  M.D.;  John  R.  Smoluk,  M.D.;  Nina 
Steg,  M.D.;  Elizabeth  vonFrankenberg;  Christopher  R.  Donoho, 
Jr.,  M.D.,  Chairman. 


will  feature  talks  on  Juvenile  and  Adult  Rheuma- 
toid Arthritis,  followed  by  workshops  conducted 
by  the  speakers.  There  will  be  a luncheon  which 
will  be  followed  by  the  first  Betsy  Zurkow  Brown 
Memorial  Lecture,  “Moving  Towards  an  Under- 
standing of  Progressive  Systemic  Sclerosis.”  The 
afternoon  session  will  feature  a clinical  review  of 
Systemic  Lupus  Erythematosis  and  a practical  dis- 
cussion of  non-articular  rheumatic  symptoms  in 
clinical  practice. 

The  Arthritis  Foundation  and  the  Medical 
Society  of  Delaware  are  pleased  to  sponsor  this 
symposium  as  part  of  a continuing  medical  edu- 
cation series.  While  the  symposium  will  focus 
on  clinical  problems  important  to  family  physi- 
cians, internists,  and  pediatricians,  we  feel  it  will 
also  be  of  great  interest  to  allied  health  profes- 
sionals dealing  with  arthritic  patients  and  we  en- 
courage their  participation. 

The  ongoing  success  of  this  program  will,  of 
course,  depend  on  participation  by  area  physi- 
cians. Please  watch  your  mail  for  registration 
materials  or  call  the  Arthritis  Foundation.  We 
hope  that  RHEUMATOLOGY  UPDATE  1981 
will  mark  the  first  in  a long  series  of  successful 
arthritis  symposia  for  Delaware  physicians. 

W.  W.  Satterfield,  National  Chairman  of  the 
Arthritis  Foundation  in  1979-1980,  wrote  in  his 
Annual  Report  of  “a  new  spirit,  a new  momentum 
throughout  the  Foundation.”  We  in  Delaware  are 
proud  to  be  at  the  forefront  of  that  new  momen- 
tum. In  future  RHEUMATOLOGY  NEWS  we 
will  acquaint  you  with  the  patient  services  and 
educational  programs  available  in  Delaware,  as 
well  as  what  is  developing  in  the  field  of  research 
nationally. 
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At  PCL  we  believe  you  should 
know  about  our  quality  programs. 

They  are  your  assurance  that  we  provide 
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need  them.  Credentials  are  important  indicators  of 
outside  quality  controls  — but  that’s  not  the  whole  story. 
They  don’t  show: 

■ Our  professional  staff,  ranging  from  pathologists 
to  computer  specialists 

■ Our  own  internal  quality  control 

■ A long  list  of  satisfied  customers  who  continue  to  use 
our  labs  because  of  prompt  service  and  reasonable  prices 

■ Overall  professional  excellence,  determined  to  provide 
the  best  service  possible 


■ American  Clinical  Laboratories  Association  (ACLA)  member 

■ Center  for  Disease  Control  (CDC)  proficiency  testing 

■ College  of  American  Pathologists  (CAP)  proficiency  testing 

■ Pennsylvania  Department  of  Health-Alcohol  & Drug  Programs 

■ United  States  Department  of  Transporation-Alcohol  Program 

■ United  States  Department  of  Agriculture  (USDA)-EIA  Testing 
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■ United  States  Department  of  Health,  Education  & Welfare 

Federal  license  number  07-1001 

■ State  of  Delaware  - License  number  1003 

Uniform  Controlled  Substance  No.  05660 

■ United  States  Nuclear  Regulatory  Commission 

License  No.  07-14186-01  Radioimmunoassay 
License  No.  07-14186-02  Toxicology 
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Robert  E.  Ellegood,  M.D. 


It  is  not  often  that  the  Medical  Society  of  Delaware  has  an  opportunity  to 
congratulate  a 100-year-old  member.  This  happy  occurrence  is  available  to  us  on 
February  9th  when  Dr.  Robert  E.  Ellegood  will  celebrate  his  100th  birthday.  Dr. 
Ellegood  graduated  from  Wesley  College  in  Dover  and  from  Jefferson  Medical 
College  in  1908,  and  practiced  hereabouts  for  three-quarters  of  a century,  retiring 
in  1967. 

During  that  period  of  time,  he  achieved  prominence  in  the  community  both 
as  a physician  and  citizen.  At  the  time  of  the  flu  epidemic  of  1918  he  was  presi- 
dent of  the  Wilmington  Board  of  Health.  His  memories  of  that  awful  period  were 
recently  dramatically  recounted  by  Bill  Frank  ( Morning  News,  August  25,  1980). 

We  wish  to  extend  warmest  birthday  congratulations  to  Dr.  Ellegood  from 
his  colleagues.  The  example  he  has  set  as  a physician  and  citizen  will  long  serve 
as  a stimulus  to  all  of  us  even  if  very  few  of  us  are  similarly  privileged  to  greet  the 
century  mark. 
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EVERYBODY’S  TALKING  ABOUT 
HEALTH  CARE  COST  PROBLEMS. 
WE  THOUGHT  YOU’D  LIKE  TO  HEAR 

A FEW  SOLUTIONS. 


When  a problem  is  talked  about  as  much 
as  this  one,  it’s  sometimes  difficult  to  see  the 
progress  that’s  being  made. 

The  fact  is,  significant  progress  has  already 
been  made  in  controlling  the  rising  cost  of 
health  care  by  Blue  Cross  and  Blue  Shield  Plans. 


A BREAKTHROUGH. 

In  the  past  decade,  programs  we  support 
like  out-patient  diagnostic  and  same -day  surgery 
have  helped  cut  the  average  hospital  stay  of 
our  subscribers  by  one  full  day.  And  saved 
$1,250,000,000  last  year  alone. 

Blue  Cross  and  Blue  Shield  Plans  often 
have  special  arrangements  with  hospitals  and 
physicians  supporting  a wide  range  of  cost 
containment  initiatives.  This  means  value  added 
and  lower  benefit  costs  to  enrolled  groups. 

You  see,  we  believe  that 
the  solution  to  the  problem  lies 
in  controlling  all  your  costs. 

THE  EXPENSIVE 
ASSUMPTION. 

Some  buyers  make  the 
assumption  that  the  cost  of 

health*cari  dollar  benefits  will  always  be  the 
usually  goes  to  same.  After  all,  the  same  people 

wi11  &et  sick  and  incur  the  same 

make  the  biggest  costs,  no  matter  who  the  carrier  is. 

DIFFERENCE. 


But  the  fact  is,  there  can  be  a big  difference. 
The  cost  of  health  care  coverage  is  actually  two 
costs.  The  cost  of  benefits.  And  the  retention 
costs  (everything  from  administrative  costs  to 
reserves).  But  all  too  often,  only  retention  costs 
get  much  attention. 

Benefit  costs  are  where  most  of  your 
health  care  coverage  dollar  goes.  Controlling 
benefit  costs  can  have  a real  impact  on  your 
bottom  line.  Which  is  why  we’re  so  committed 
to  containing  them. 

So  before  you  make  a decision  about  your 

S'oup’s  coverage,  contact  your  Blue  Cross  and 
lue  Shield  Plan  Marketing  Representative. 
Otherwise,  trying  to  save  a little  money  could 
end  up  being  very  expensive. 

Write  for  the  free  booklet:  “The  Most  Effec- 
tive Health  Care  Protection  For  Your  Employees’.’ 
Blue  Cross  and  Blue  Shield  Associations, 

Box  8008,  Chicago,  IL  60680. 

Blue  Cross 
Blue  Shield 

of  Delaware 
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TOXIC-SHOCK  SYNDROME:  A CASE  REPORT 

Charles  E.  Abrahamsen,  M.D. 


Although  the  term  '‘toxic-shock  syndrome”  was 
coined  in  1978,1  the  disease  has  only  recently 
been  brought  to  the  attention  of  physicians  and 
the  public  by  a wave  of  new  cases  associated  with 
the  use  of  tampons.2  8 The  following  is  a report 
of  a successfully  treated  case  of  toxic-shock  syn- 
drome in  a 17-year-old  woman. 

Case  Report 

A 17-y ear-old  woman  was  admitted  to  the  Wil- 
mington Medical  Center  on  November  2,  1980, 
with  the  chief  complaints  of  fever  and  malaise 
of  five  days  duration.  She  had  been  well  until 
October  27,  1980,  when  she  developed  a dry 
cough  and  sore  throat.  On  October  29,  she  felt 
flushed;  during  the  day  she  vomited  twice.  She 
felt  intermittently  better  and  worse  during  the 
next  day,  and  sought  the  attention  of  her  family 
physician.  A throat  culture  was  taken,  and  amo- 
xicillin and  Actifed  (Burroughs  Wellcome)  were 
started. 

On  November  1,  she  awakened  feeling  “stiff 
and  sore  all  over,”  with  fever  during  the  day  be- 
tween 104°  and  105°F  (40°  and  40.5°C).  In 
addition,  she  noticed  that  her  hands  were  swollen 
and  her  palms  bright  red.  Her  feet  and  perineum 
were  also  red;  the  skin  in  these  areas  began  peel- 
ing that  day.  Her  eyes  were  red  and  burned.  She 
remained  in  bed  throughout  the  next  day,  with 
little  appetite  and  taking  only  a small  quantity 
of  liquids.  Her  fever  and  malaise  continued.  She 
was  admitted  to  the  hospital  on  the  night  of  No- 
vember 2. 

Dr.  Abrahamsen,  a graduate  of  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  is  a flexible  resident  at  the  Wil- 
mington Medical  Center,  Wilmington,  Delaware. 


In  addition  to  fever,  malaise,  and  rash,  she  de- 
scribed a yellow,  stringy,  vaginal  discharge  which 
had  been  present  for  three  days,  beginning  Oc- 
tober 29  and  ending  November  1.  She  denied 
any  diarrhea.  She  was  sexually  active,  using 
foam  and  condoms  for  birth  control.  During  her 
menstrual  periods,  she  used  Playtex  tampons  (In- 
ternational Playtex  Incorporated),  changing  them 
every  four  to  six  hours.  She  had  used  these  tam- 
pons throughout  her  most  recent  menstrual  pe- 
riod. She  had  never  had  a pelvic  examination. 

A similar  illness,  albeit  less  severe,  had  occurred 
one  month  prior  to  admission.  This  illness  which 
also  was  during  her  menstrual  period  was  also 
associated  with  a red,  peeling  rash,  and,  in  addi- 
tion, with  diarrhea.  It  resolved  spontaneously 
within  a week  of  its  onset. 

Her  past  medical  history  was  significant  in  that 
she  had  developed  a draining  pilonidal  cyst  in  the 
presacral  area  during  June  of  1980  which  was 
removed  surgically  in  August,  1980. 

Physical  examination  on  admission  revealed  a 
weak  and  pallid  17-year-old  female  whose  tem- 
perature was  38.8°C.  Her  pulse  was  150;  her 
respiratory  rate,  24;  and  her  blood  pressure,  100/ 
60.  A rash  resembling  sunburn  was  present  on 
her  palms  and  a desquamating  rash  on  her  toes. 
Her  bulbar  and  palpebral  and  conjunctiva  were 
moderately  injected.  Her  tongue  seemed  enlarged 
and  slightly  injected,  and  was  tender  to  palpa- 
tion. Examination  of  her  perineum  revealed  a 
10X10  cm  area  of  erythema  with  peripheral  des- 
quamation. The  vaginal  mucosa  and  cervix  ap- 
peared normal,  but  there  was  a copious  muco- 
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purulent  discharge  emanating  from  the  cervical 
os.  Her  uterus  was  normal  in  size  and  nontender 
as  was  the  right  adnexal  area;  the  left  adnexal 
area  was  moderately  tender. 

Total  WBC  was  14,300/cmm  with  60%  poly- 
morphonuclear leukocytes  and  26%  bands.  Hemo- 
globin was  10.4  gm/dl.  Urinalysis  revealed  100  to 
200  WBCs  per  high  power  field.  The  serum  SGOT 
was  43  IU/L.  LDH  was  136  IU/L  and  alkaline 
phosphatase  was  175  IU/L.  Throat  culture 
taken  on  October  30  was  negative  for  pathogens. 
Gram  stain  of  the  endocervical  discharge  showed 
only  numerous  pus  cells  and  no  bacteria.  The 
patient  was  treated  with  cephalothin  and  genta- 
micin as  well  as  intravenous  fluids  after  cultures 
of  the  urine  and  endocervix  were  performed.  She 
responded  well;  a day  later  she  was  afebrile  and 
felt  much  stronger.  Three  days  after  admission 
she  was  eating  and  walking  without  difficulty.  At 
that  time,  her  palms  began  to  peel. 

When  the  endocervical  and  urine  cultures  were 


both  reported  to  have  grown  Staphylococcus 
aureus,  the  gentamicin  and  cephalothin  were 
discontinued,  and  the  patient  continued  on  oral 
cloxacillin  to  complete  a ten-day  course  of  anti- 
biotics. The  staphylococcal  organisms  were  sent 
to  the  Center  for  Disease  Control  in  Atlanta  for 
phage-group  typing. 

This  patient  is  believed  to  be  the  first  reported 
case  of  suspected  toxic-shock  syndrome  in  Dela- 
ware to  be  confirmed  by  endocervical  culture. 
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and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  per 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publication 
only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author 
uses  a brand  name  drug  in  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parenthesis)  after 
the  generic  name. 
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MICHAEL  J.  HALBERSTAM,  M.D.,  1932-1980 

We  never  succeeded  in  getting  Dr.  Halberstam 
to  come  to  Delaware  as  a speaker,  although  for 
several  years  we  corresponded  as  part  of  the  pro- 
gram committee’s  efforts  to  secure  him  for  one  of 
the  Medical  Society’s  annual  meetings.  We  spoke 
on  the  phone  a couple  of  times,  mostly  when  the 
deadline  for  yea  or  nay  had  expired.  His  phone 
conversations  and  letters  were  unhurried  and 
friendly;  he  was  as  funny-clever  in  person  as  he 
projected  himself  to  be  in  his  numerous  medical 
writings. 

His  reasons  for  turning  us  down  were  important 
ones:  eg,  he  had  promised  his  sons  to  visit  them 
at  school  the  weekend  of  our  meeting.  Those 
young  sons  are  now  fatherless  because  Dr.  Hal- 
berstam, at  the  peak  of  his  career  as  a medical 
journalist  and  cardiologist,  was  fatally  wounded 
by  a burglar  whom  Halberstam  surprised  in  the 
act  of  robbing  his  home.  Mortally  shot,  Halber- 
stam tried  to  drive  himself  to  the  hospital,  veering 
from  his  route  to  run  down  and  immobilize,  but 
not  seriously  injure,  the  felon  who  shot  him. 

One  day  later  John  Lennon  was  shot,  also  with 
a handgun,  by  a young  man  apparently  more  crazy 
than  criminal.  Although  personally  in  favor  of 
handgun  control  because  I can  see  no  valid  reason 
to  be  against  it,  it  does  not  seem  as  if  handgun 
control  would  have  done  anything  to  prevent  these 
two  murders.  In  India,  where  handguns  were 
almost  nonexistent  in  1948,  obtaining  one  was  a 
major  obstacle  for  Ghandi’s  would-be  assassins, 
but  they  eventually  did  obtain  one  and  the  rest  is 
history. 

A week  after  Halberstam  and  Lennon  were 
killed,  Mayor  Kevin  White  of  Boston  was  walking 
his  dog  when  he  took  up  the  chase  of  an  alleged 
thief,  caught  up  with  the  man,  and  captured  him. 
Should  Mayor  White  have  run  after  a purse 
snatcher?  White  might  well  have  been  shot. 
Isn’t  it  better  on  balance  to  have  men  like  Mayor 
White  alive  rather  than  to  have  the  most  chronic 
of  pocketbook  thieves  caught? 

Could  the  natural  behavior  patterns  of  phy- 
sicians and  other  persons  accustomed  to  taking 


control  of  important  situations  work  to  their  dis- 
favor when  confronted  by  persons  of  criminal 
mentality?  Did  Halberstam  challenge  the  in- 
truder in  his  house  instead  of  backing  away?  The 
personality  of  men  like  Halberstam  and  White 
(and  like  Lennon,  too,  although  apparently  he 
never  had  a chance)  might  well  work  to  their 
detriment  in  situations  in  which  a professional 
criminal  is  confronted  at  his  work. 

According  to  a recent  paper  in  The  Scientific 
American,  some  invertebrates  have  a spike-like 
distal  organ  called  cercus  which  is  densely  inner- 
vated with  filiform  hairs  which  immediately  react 
to  the  winds  of  danger;  ie,  air  currents  induced  by 
an  attacking  predator.  Flight  when  the  wind  re- 
ceptor neurons  are  stimulated  by  the  cereal  hairs 
is  not  a cowardly  action  but  one  which  is  life- 
preserving to  the  species;  the  cercus,  however,  is 
not  an  organ  of  man.  It  is  easy  to  picture  Hal- 
berstam expostulating,  “What  the  Hell  do  you 
think  you’re  doing?”  just  before  he  was  shot.  I 
regularly  read  to  medical  students  from  an  essay 
by  Dr.  Halberstam  on  the  thyroid  gland  and  what 
he  considered  the  ridiculous  over-proliferation  of 
the  laboratory  tests  used  in  its  functional  assess- 
ment. His  medicine  was  as  excellent  as  his  wit. 
His  death  was  truly  untimely. 

B.Z.P. 

'M 

INTERVENTIONAL  RADIOLOGY: 

OUT  OF  THE  SHADOWS 

Interventional  radiology  is  a rapidly  expanding 
subspecialty  in  radiology  devoted  to  diagnostic 
and  therapeutic  applications  of  catheter  guide- 
wire  systems  and  needles,  utilizing  a diversity  of 
radiologic  imaging  modalities  for  assistance.  A 
measure  of  understanding  of  the  rapidity  of  its 
advancement  to  this  point  can  be  gained  from  the 
knowledge  that  modern  image  intensification  fluo- 
roscopy was  not  widely  available  in  this  country 
until  well  into  the  1950s,  and  the  Seldinger  tech- 
nique for  introduction  of  catheters  into  the  vascu- 
lar system  was  not  described  until  1953. 

The  dawn  of  the  era  of  interventional  radiology 
can  be  traced  to  a description  of  the  angiographic 
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demonstration  of  gastrointestinal  bleeding  by  Nus- 
baum  and  Baum  in  1963  and  to  their  description 
of  control  of  gastrointestinal  bleeding  by  vasocon- 
strictor infusion  later  in  the  same  decade.  At  the 
same  time,  Dotter,  a radiologist  at  the  University 
of  Oregon,  described  transluminal  angioplasty 
techniques  utilizing  non-balloon  catheters;  this 
technique  never  gained  wide  acceptance  in  this 
country. 

Interventional  radiologic  procedures,  which  are 
a logical  extension  of  the  radiologists’  experience 
with  catheter  guide-wire  techniques  and  imaging 
modalities  including  fluoroscopy,  ultrasound,  and 
computerized  tomography,  are  now  available  in 
many  community  hospitals  as  well  as  most  uni- 
versity hospitals.  Brief  descriptions  of  the  major 
interventional  techniques  which  have  been  utilized 
in  the  Wilmington  Medical  Center  follow. 

The  localization  and  diagnosis  of  gastrointes- 
tinal bleeding  is  effected  by  the  placement  of  a 
selective  catheters  in  the  vessel  which  is  bleeding 
or  in  a major  trunk  vessel  leading  to  the  bleeding 
vessel.  Injection  of  contrast  material  during  a 
period  of  brisk  gastrointestinal  bleeding  results  in 
extravasation  of  contrast  material  into  the  bowel 
lumen.  The  technique  has  also  been  utilized  in 
patients  who  are  not  actively  bleeding,  especially 
in  diagnosis  of  small  gastrointestinal  vascular  mal- 
formations, most  commonly  of  the  right  colon. 
After  the  site  of  bleeding  is  localized,  the  infusion 
of  vasoconstrictors  through  the  catheter  or  embo- 
lization of  the  bleeding  point  by  clot,  Gelfoam  or 
other  material  can  be  performed  in  selected  pa- 
tients. Such  therapeutic  maneuvers  have  a high 
frequency  of  success,  at  least  on  a short  term 
basis. 

Embolization  techniques  through  a selective 
angiographic  catheter  have  also  been  applied  to 
reduce  vascularity  of  a tumor  bed,  to  infarct 
tumors,  and  to  control  bleeding  from  other  sites 
in  the  body,  such  as  traumatized  pelvic  arteries. 
In  some  cases,  a permanent  embolic  material  such 
as  a metallic  coil  is  utilized,  depending  upon  the 
indication  and  the  vessel.  Infarction  of  end  state 
diseased  kidneys  in  patients  with  poorly  controlled 
hypertension  has  been  performed  in  a small  num- 
ber of  patients  in  this  country. 

In  1974,  Gruntzig  described  a method  of  dila- 


tation of  segments  of  arterial  narrowing  and  oc- 
clusion utilizing  a catheter  with  an  expandable 
elastic  balloon  close  to  the  distal  tip.  This  pro- 
cedure represented  a significant  refinement  of  the 
procedure  described  earlier  by  Dotter  and  is 
rapidly  gaining  acceptance  by  radiologists  and 
vascular  surgeons  alike  as  a significant  advance 
in  the  management  of  arterial  disease,  especially 
peripheral  arteriosclerotic  disease. 

The  procedure  is  performed  by  manipulating 
the  catheter  into  a position  where  the  uninflated 
balloon  is  within  the  narrowed  or  occluded  seg- 
ment, and  subsequently  performing  a series  of 
inflation-deflation  maneuvers  with  the  balloon  to 
increase  the  luminal  diameter.  Because  of  the 
exponentional  relationship  between  luminal  di- 
ameter and  flow,  even  a small  increase  in  diameter 
of  the  narrowed  vessel  may  result  in  a significant 
improvement  in  peripheral  flow.  While  this  tech- 
nique has  been  applied  mainly  to  peripheral  vas- 
cular disease,  other  potential  uses  include  coro- 
nary artery  disease,  renal  arterial  stenosis,  stenosis 
of  mesenteric  vessels,  and  subclavian  steal. 

The  technique  of  biliary  decompression  repre- 
sents an  extension  of  diagnostic  transhepatic 
cholangiography.  The  introduction  in  the  mid- 
1970s  by  the  Japanese  of  a flexible  thin  wall 
needle  converted  transhepatic  cholangiography 
from  a hazardous  procedure  to  a relatively  safe 
one.  The  technique  of  biliary  decompression  is 
applicable  to  jaundiced  patients  with  biliary  ob- 
struction producing  biliary  dilatation.  After  the 
introduction  of  a sheathed  needle  into  the  dilated 
intrahepatic  biliary  tree,  a guide-wire  followed  by 
a catheter  with  multiple  side  holes  along  its  length 
is  introduced  into  the  biliary  tree,  often  passing 
through  the  area  of  obstruction  into  the  duodenum 
so  that  biliary  drainage  can  be  performed  either 
externally  or  internally.  The  widest  application 
for  this  procedure  is  in  palliation  of  patients  with 
unresectable  primary  or  secondary  malignancies 
involving  the  extra  hepatic  biliary  tree. 

Percutaneous  nephrostomy  utilizes  a technique 
similar  to  that  described  for  biliary  decompression 
and  results  in  the  placement  of  a catheter  in  the 
pelvocalyceal  system,  ureter  or  urinary  bladder 
of  the  patient  via  a percutaneous  posterior  ap- 
proach through  the  kidney.  Fluoroscopy  and 
ultrasound  are  most  commonly  used  for  guidance. 
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This  procedure  has  its  greatest  application  in  pal- 
liation of  patients  with  renal  failure  due  to  post 
renal  obstruction  due  to  neoplasm  but  has  also 
been  utilized  in  select  patients  with  obstruction 
due  to  causes  other  than  neoplasm. 

Biliary  stone  removal  is  a procedure  refined  by 
Burhenne  and  described  in  the  early  1970s.  This 
procedure  utilizes  catheter  and  stone  basket  ma- 
nipulation through  a mature  T-tube  track  to  re- 
move residual  biliary  calculi,  obviating  the  need 
for  repeat  surgery.  In  selected  patients  at  other  in- 
stitutions, this  procedure  has  also  been  utilized  via 
a transhepatic  approach  to  remove  or  orush  calculi 
in  patients  who  are  not  surgical  candidates. 

Percutaneous  aspiration  biopsy  is  a relatively 
recently  described  technique  utilizing  various  flexi- 
ble thin  wall  needles  and  radiologic  imaging.  This 
technique  can  be  utilized  to  biopsy  lesions  in  the 
abdomen  and  retroperitoneum  which  are  not  pal- 
pable; early  results  at  this  center  and  others  have 
been  encouraging. 

Variations  of  the  above  techniques  have  been 
used  to  perform  such  procedures  as  balloon  dila- 
tation of  stenosis  in  the  biliary  tree  or  urinary 
tract,  and  catheter  guide-wire  techniques  have 
been  utilized  to  drain  intra-abdominal  abscesses 
or  other  fluid  collections. 

Now,  only  a relatively  few  years  after  their 
introduction,  a large  number  of  interventional 
techniques  are  in  existence  and  the  future  develop- 
ment of  this  subspecialty  seems  limited  only  by 
our  imagination. 

J.S.W. 

TOXIC-SHOCK  SYNDROME 

The  Center  for  Disease  Control  in  Atlanta, 
Georgia,  has  a remarkable  record  in  solving  the 
mysteries  of  “new”  infectious  diseases.  Examples 
include  their  long  distance  contribution  to  un- 
scrambling the  riddle  of  Lassa  Fever  in  Africa 
a number  of  years  ago  and  their  more  recent  effort 
identifying  the  etiology  and  epidemiology  of  Le- 
gionnaire’s Disease. 

At  present,  this  agency  is  working  hard  to  put 


together  the  puzzle  of  toxic-shock  syndrome.  I 
have  no  doubt  they  will  be  successful;  the  unusual 
efficacy  of  this  federal  agency  reflects  the  expertise 
of  its  scientific  personnel  and,  to  a small  degree, 
the  distance  between  Atlanta,  Georgia,  and  Wash- 
ington, D.C. 

Although  toxic-shock  syndrome  was  first  de- 
scribed in  1976,  it  was  not  identified  as  a prob- 
lem in  menstruating  women  until  1980.  In  the 
first  1 1 months  of  that  year,  approximately  700 
cases  were  reported.  The  most  common  factor  in 
this  disease  appears  to  be  the  presence  of  Staphy- 
lococcus aureus  and  an  as  yet  unidentified  toxin 
which  is  responsible  for  some,  if  not  all,  of  the 
clinical  manifestations. 

Fever,  erythematous  rash,  vomiting,  diarrhea, 
conjunctivitis  and  severe  muscle  aching  are  the 
most  common  presenting  features  of  this  disease; 
there  can  also  be  involvement  of  the  kidneys,  liver, 
central  nervous  system  and  hematologic  system. 
As  will  be  noted  in  the  case  described  in  this  issue 
of  the  Journal,  shock  is  not  a necessary  finding 
in  this  syndrome  and  for  that  reason,  a change  in 
name  has  been  suggested. 

The  second  most  common  factor  in  the  epi- 
demiology of  this  disease  is  its  propensity  to  occur 
in  women  who  use  vaginal  tampons.  In  addition, 
the  early  reports  suggested  that  the  disease  was 
much  more  common  in  users  of  superabsorbent 
tampons  such  as  those  that  contain  methycellulose. 
Previously  described  microulcerations  occurring 
from  the  use  of  this  type  of  tampon  have  been 
postulated  as  a possible  route  for  absorption  of 
a staphylococcal  toxin. 

A second  suggestion  is  that  the  plastic  inserting 
mechanism  used  with  certain  tampons  may  cause 
vaginal  laceration,  providing  a route  of  entry  for 
staphylococcal  toxin.  One  further  hypothesis  is 
that  the  superabsorbent  tampon  obstructs  the 
flow  of  menstrual  blood  allowing  reflux  into  the 
peritoneal  cavity  and  absorption  of  the  toxin  from 
this  site.  All  hypotheses  will  have  to  wait  further 
study  since  a toxin  responsible  for  this  syndrome 
has  not  yet  been  conclusively  identified. 

An  interesting  observation  has  been  the  similar- 
ity between  Kawasaki  Disease  (mucocutaneous 
lymph  node  syndrome)  and  toxic-shock  syn- 
drome. It  has  been  suggested  that  the  few  cases 
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of  Kawasaki  Disease  reported  in  women  may  ac- 
tually represent  toxic-shock  syndrome. 

Initial  recommendations  for  women  using  vagi- 
nal tampons  included  avoiding  superabsorbent 
tampons  and  changing  of  tampons  every  four  to 
six  hours.  However,  frequent  changes  increase  the 
possibility  of  vaginal  trauma  or  the  introduction 
of  staphylococci  contaminating  the  hand  or  peri- 
neal skin.  Women  who  have  not  had  symptoms 
suggesting  toxic-shock  syndrome  should  continue 
to  use  tampons  as  they  have  in  the  past.  Women 
who  have  had  toxic-shock  syndrome  should  avoid 
tampons  in  subsequent  menstrual  periods  until  it 
is  certain  they  are  no  longer  vaginal  carriers  of 
staphylococci. 

The  use  of  beta-lactamase  resistant  penicillins 
and  cephalosporins  to  treat  women  with  toxic- 
shock  syndrome  has  no  effect  on  the  course  of  the 
disease  but  does  prevent  recurrences. 

Progress  made  to  date  by  epidemiologists  from 
CDC  in  solving  the  problems  of  toxic-shock  syn- 
drome should  encourage  us  that  solutions  are  im- 


minent. In  the  meantime,  practicing  physicians 
should  listen  carefully  to  women  describing  febrile 
illnesses  during  a menstrual  period  and  insist  on 
examining  those  with  high  fever  along  with  symp- 
toms suggesting  involvement  of  other  organ  sys- 
tems. Appropriate  cultures  should  be  taken  for 
the  isolation  of  Staphylococcus  aureus  and  sus- 
pected cases  should  be  reported  to  the  Center  for 
Disease  Control  through  the  State  Board  of 
Health. 

W.J.H. 


NOTICE  OF  AN  OVERSIGHT 

Dr.  Jeffry  I.  Komins’  editorial,  “A  New 
Era  in  Genetic  Medicine,”  Delaware  Medi- 
cal Journal,  November,  1980,  omitted  the 
listing  of  Gerson  Klein,  M.D.,  as  a Fellow 
in  the  Genetics  Laboratory  of  the  Wilming- 
ton Medical  Laboratory  from  1959  to  1968. 
Dr.  Klein  is  presently  in  the  practice  of  pedi- 
atrics in  Wilmington. 
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WIDE  RANGE  POCKET  ~ RADIOS  PAGING  SERVICE 

• POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  R B C SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 


New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshotiocken  Ave..  Phila.,  Pa.  19131 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1980 

MEDICAL  SOCIETY  OF  DELAWARE 


The  191st  Annual  Meeting  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  the  Delaware  Academy  of  Medicine,  Wil- 
mington, Delaware,  on  Friday,  November  14,  1980, 
at  1:30  p.m.  with  Robert  B.  Flinn,  M.D.,  President, 
presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  ac- 
cept the  minutes  of  the  1979  session. 

Dr.  Flinn  then  turned  the  meeting  over  to  Henri 
F.  Wendel,  M.D.,  who  acted  as  Speaker  of  the  House 
for  the  reports  of  the  Reference  Committees  and  the 
other  Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

As  your  President,  I have  had  an  opportunity  to 
look  at  the  things  we  have  tried  to  accomplish  over 
the  past  year.  I told  you  a year  ago  that  I would  be 
addressing  local  issues,  and  I have  attempted  to  do 
that. 

A meeting  with  the  News  Journal  Company  edito- 
rial board  and  reporters  at  the  beginning  of  my  tenure 
was  fruitful.  The  meeting  was  worthwhile  in  im- 
proving the  relationship  between  the  newspaper  and 
the  medical  profession.  We  agreed  to  provide  phy- 
sicians to  act  as  resources  for  News  Journal  articles 
when  called  upon  to  do  so. 

The  Society’s  Alfred  I.  du  Pont  Institute  Ad  Hoc 
Committee  met  with  representatives  of  the  Alfred  I. 
du  Pont  Institute.  Dr.  Dean  MacEwen  reviewed  the 
plans  for  the  new  hospital,  which  will  have  180  beds 
and  cost  more  than  $100,000,000. 

I’ve  been  concerned  about  improving  the  quality 
of  life  for  our  increasingly  aging  population  and  have 
determined  that  there  is  once  again  a need  to  have  a 
Committee  on  Aging. 

A legislative  breakfast  was  held  with  certain  key 
legislators  to  discuss  legislation  of  interest  to  the 
Medical  Society.  Of  particular  concern  were  bills 
amending  the  Health  Care  Malpractice  Insurance  and 
Litigation  Chapter  and  one  dealing  with  the  avail- 
ability of  medical  records. 

Dr.  Anthony  L.  Cucuzzella  spent  many  hours 
working  to  bring  about  certain  major  changes  in  the 
proposed  Workmen’s  Compensation  Legislation,  parts 
of  which  are  onerous  to  physicians  and  hospitals.  As 


a result  of  his  efforts,  we  were  able  to  achieve  the 
following  major  concessions: 

1.  Free  choice  of  physician 

2.  The  use  of  the  90th  percentile  concept  now  in 
effect 

3.  Review  of  all  problems  stemming  from  utiliza- 
tion or  medical  review  by  the  Medical  Society 
of  Delaware 

4.  The  use  of  the  AMA  standardized  form 

5.  The  submission  of  a brief  report  from  the  time 
of  the  initial  treatment.  The  20-day  period 
would  begin  when  the  physician  is  notified  that 
the  injury  is  compensable  and  not  at  the  time 
of  initial  treatment. 

The  Board  took  a "no  position”  so  as  to  allow  the 
Society  to  seek  further  changes  in  the  legislation  if 
necessary.  This  legislation  will  need  to  be  addressed 
again  next  year. 

The  Society  staff  is  planning  to  produce  a hand- 
book containing  helpful  information  of  all  sorts, 
including  pertinent  sections  of  the  Delaware  Code. 
The  book  would  be  loose-leaf  for  revision  and  would 
be  sold  to  physicians  and  interested  organizations  at 
cost. 

I attended  the  annual  meetings  of  the  Maryland, 
Pennsylvania,  and  New  Jersey  medical  societies.  Sev- 
eral of  the  Past  Presidents  conveyed  to  me  their 
favorable  impressions  of  past  meetings  of  the  Medical 
Society  of  Delaware. 

The  Society  was  instrumental  in  having  the  expert 
witness  bill  amended  to  keep  out  the  "hired  gun”  and 
at  the  same  time  provide  opportunities  for  obtaining 
experts  who  are  familiar  with  the  standard  of  care 
in  Delaware.  The  Society’s  amendment  allows  phy- 
sicians within  75  miles  of  Dover  to  testify  in  Dela- 
ware malpractice  cases. 

Dr.  Jeffry  Komins  has  spent  many  hours  working 
with  the  Attorney  General  to  improve  the  wording 
in  the  proposed  draft  legislation  on  abortion. 
Throughout  this  effort  our  official  position  has  been 
one  of  opposition  to  abortion  legislation. 

We  are  still  wrestling  with  the  various  HMO-re- 
lated  activities  underway  in  the  area  and  the  volun- 
tary program  by  the  Du  Pont  Company  to  reduce 
health  care  costs. 

I have  appointed  Dr.  Anthony  Cucuzzella  to  head 
an  Ad  Hoc  Committee  which  will  serve  as  an  in- 
formation-gathering and  strategy-making  body  to 
investigate  the  pros  and  cons  of  FIMOs,  IPAs,  and 
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other  alternative  methods  of  health  care  delivery  and 
to  keep  the  membership  informed. 

The  Medical  Society  of  Delaware  is  entering  the 
1980s  well  aware  of  the  many  challenges  that  face  its 
membership.  We  are  going  to  look  at  areas  that  are 
in  the  best  interests  of  the  public  as  well  as  physicians. 
A good  long-range  public  relations  program  will  help 
accomplish  this  goal.  You  have  a strong  Society  to 
contribute  to  such  an  effort. 

I appreciate  the  opportunity  to  have  served  as  your 
President,  and  I thank  you  and  the  Board  of  Trustees 
for  your  help  over  the  past  year. 

Robert  B.  Flinn,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  VICE-PRESIDENT 

The  executive  officers  have  met  with  the  Executive 
Director  on  a regular  basis  throughout  Dr.  Flinn’s 
tenure.  The  reference  meetings  have  enabled  the 
Society  to  respond  to  the  daily  requirements  of  the 
Society.  In  turn,  this  has  enabled  the  Board  of 
Trustees  to  react  in  a timely  fashion  to  the  many 
topics  that  needed  to  be  addressed  at  Board  meetings. 

It  has  been  a privilege  to  serve  as  a member  of  the 
Board  of  Trustees  during  the  past  year. 

Charles  M.  Smith,  M.D. 

Vice-President 

(The  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

There  were  132  meetings  held  this  year  including 
today’s  meeting.  Eight  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trus- 
tees. All  business  transacted  by  the  Society  has  been 
recorded  in  the  minutes  as  presented  by  the  Secretary. 

This  year  the  Society  sponsored  an  all-day  seminar 
on  the  Prevention  and  Treatment  of  Prematurity  and 
Other  Causes  of  Infant  Death  on  May  17,  1980. 

The  Society  co-sponsored  the  following  all-day 
seminars:  Medical  Aspects  of  Sports  Seminar  on  Jan- 
uary 12,  1980,  in  cooperation  with  the  University  of 
Delaware;  Personal  and  Practice  Financial  Planning 
Seminar  on  May  2,  1980,  in  cooperation  with  the 
Medical  and  Chirurgical  Faculty  of  the  State  of 
Maryland,  and  the  Pennsylvania  Medical  Society;  and 
a Symposium  on  Human  Sexuality  on  May  3,  1980, 
in  cooperation  with  the  Delaware  Pharmaceutical 
Society. 

In  addition  to  the  other  meetings  mentioned  the 
staff  has  monitored  93  meetings  involving  health 
planning  in  Delaware.  These  include  meetings  of 
Task  Forces,  the  Statewide  Health  Coordinating 


Committee,  the  Joint  Plan  Development  Committee, 
the  Delaware  Health  Council,  and  Subarea  Advisory 
Councils,  plus  public  hearings. 


1980  MEMBERSHIP 


Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

61 

10 

71 

New  Castle 

603 

83 

668 

Sussex 

97 

16 

113 

761 

109 

870 

1979  MEMBERSHIP 

Kent 

64 

11 

75 

New  Castle 

567 

82 

649 

Sussex 

96 

13 

109 

727 

106 

833 

The  Society  has  had  134  inquiries  from  physicians 
seeking  placement  in  Delaware.  The  office  has  cor- 
responded with  these  persons  and  acted  as  liaison  be- 
tween them  and  local  physicians  seeking  associates. 
Complimentary  ads  have  been  placed  in  the  Delaware 
Medical  Journal  for  some  of  the  doctors  seeking  local 
opportunities.  The  office  requests  that  physicians 
seeking  associates  so  inform  it. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Secretary 

(The  report  was  filed.) 

REPORT  OF  THE  TREASURER 

In  1974,  this  Society  embarked  on  a financial  plan 
to  maximize  the  return  on  the  financial  funds  avail- 
able to  the  Society  through  membership  dues,  to  in- 
crease savings  of  the  Society  through  aggressive  capi- 
tal gains  in  the  equities  market,  and  to  maintain 
stringent  expenditure  control.  The  Treasurer  is  happy 
to  report  that  all  of  the  objectives  have  been  reached 
and  we  are  now  in  a position  to  formulate  new  plans. 
The  stock  portfolio  of  the  Society  has  appreciated 
139%  since  it  was  originally  taken  over  and  managed 
by  Richard  West  of  Brittingham,  Inc.,  this  during  a 
time  when  the  average  weighted  Dow  Industrial 
Average  gained  only  39%.  At  the  same  time  we 
continue  to  obtain  the  maximum  rate  of  short  term 
interest  by  placing  general  funds  in  money  market 
funds  as  well  as  Treasuries,  with  a high  interest 
varying  this  year  between  15%  and  the  present  10%. 
This  approach  has  allowed  for  an  increased  budget 
which  now  has  tripled  since  1974  without  a com- 
mensurate change  in  the  dues  structure.  Because 
of  the  complexity  in  management  of  multiple  set- 
aside  funds,  it  is  suggested  that  the  Medical  Defense 
Fund  be  placed  in  the  general  funds  to  be  withdrawn 
when  authorized  by  the  Board  of  Trustees.  This  will 
help  simplify  accounting. 
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The  Treasurer  appreciates  the  sufferance  of  the 
Board  of  Trustees  and  their  continued  conservative 
policy  towards  unnecessary  expenditures. 

In  the  future,  we  would  like  to  suggest  institution 
of  a more  aggressive  approach  to  stock  portfolio  in- 
vestments in  the  equities  market,  hopefully  main- 
taining a 25%  appreciation  yearly.  If  the  past 
performance  can  be  matched  over  the  next  four  years, 
the  Society  would  then  be  in  a financially  self-fund- 
ing position  for  most  any  future  project  or  program. 

The  general  funds  of  the  Society  will  continue  to 
be  marshaled  between  the  more  conservative  money 
market  funds  and  the  treasury  bills  depending  on  a 
maximum  return  available  in  each  instrument. 

TREASURER’S  REPORT 
September  30,  1980 


Balance 

December  31,  1979; 

Delaware  Trust  Company  $ 2,978.36 

Receipts 

Dues  138,368.00 

Services  1,045.63 

Interest  11,887.11 

Roster  410.69 

Claims  Review  1,992.22 


TOTAL  RECEIPTS  $15  3,703.65 

Reserve  from  1979  20,000.00 

Transfer  52,000.00 

Reimbursed  5,390.85 

Disbursements 
Office  Personnel 

Employee  Benefits  $ 5,866.15 

Salaries  69,996.52 

Employer  Tax  4,480.40 

Office  Operation 

Contribution  to  Academy  $ 6,492.50 

Printing,  Postage,  Stationery, 

Telephone,  Supplies  14,160.96 

Service  Contracts/Xerox  3,163.30 

Audit  and  Insurance 3,817.00 

Kelly  Services  2,208.23 

Storage  108.00 

Travel  and  Contingency  $ 2,118.58 

Subscriptions  910.78 

Contributions/Dues  .....  1,075.00 

Legal  Counsel  2,832.24 

Public  Relations  7,780.40 

Committees  and  Contingency  5,744.01 

Impaired  Physician  196.74 

Miscellaneous  122.50 

Southeastern  Coalition  778.07 


TOTAL  DISBURSEMENTS  $131,851.38 

Transfer  for  Interest  $ 86,000.00 

Reimbursable  2,886.07 

Medical  Society  of  Delaware  Portfolio  20,000.00 


RESTRICTED  FUNDS 

Receipts 


AMA  Dues 

$105,445.00 

Delaware  Medical  Journal  

7,350.00 

Kent  County 

1,230.00 

Sussex  County  . 

980.00 

DELPAC 

2,010.00 

Blood  Bank 

1,562.50 

Annual  Meetings:  Grants 

2,350.00 

Exhibits 

5,985.00 

Education  Fund  (1980) 

3,680.00 

Education  Fund  (Continuing 

Education  1979) 

3,000.00 

Continuing  Education 

1,050.00 

Medical  Defense  Fund 

736.00 

Medical  Benevolence  Fund 

801.00 

AMA  Rebate  (1979) 

1,378.13 

Prematurity  Symposium 

3,640.00 

TOTAL  RECEIPTS 

$141,197.63 

Disbursements 

AMA  Dues 

$104,785.00 

Delaware  Medical  Journal 

7,005.00 

Kent  County  (1979) 

5.00 

Sussex  County  (1979) 

20.00 

DELPAC  (1979)  (1980) 

2,040.00 

Blood  Bank 

1,442.50 

Annual  Meeting 

2,232.20 

Education  Fund  (1979) 

82.50 

Education  Fund  (Continuing 

Education  1979) 

5,200.00 

Medical  Benevolence  Fund  (1979) 

16.50 

Medical  Defense  Fund  (1979) 

16.50 

AMA  Rebate  (New  Castle  County) 

1,025.63 

Prematurity  Svmposium 

3,370.46 

TOTAL  DISBURSEMENTS 

$127,241.29 

Balance 

September  3 0,  1980;  Delaware 

Trust  Company 

$ 7,291.75 

BRITTINGHAM,  INC. 

5 809  Kennett  Pike,  Centerville 
Wilmington,  Delaware  19807 

Robert  B.  Flinn,  M.D. 

President 

Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  Delaware  19806 

Dear  Dr.  Flinn: 

Enclosed  is  the  Investment  Portfolio  Review  for 
the  Medical  Society  of  Delaware  as  of  September  30, 
1980.  On  a unit  basis,  the  portfolio  has  appreciated 
134.4%  since  the  beginning  date  of  August  28,  1974, 
versus  a 39.9%  increase  for  the  Dow  Jones  Industrial 
Average.  For  the  year  to  date,  the  portfolio  has  ap- 
preciated 3 6.5%  versus  11.5%  increase  in  the  Dow 
Industrials. 
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Visa  • Master  Charge  • WSFS 


The  stock  market  is  currently  withstanding  the 
slings  and  arrows  of  the  Iraqi-Iranian  war,  high  in- 
terest rates,  a questionable  economic  recovery,  and  a 
most  questionable  Presidential  election  scene.  Near 
term,  therefore,  there  could  be  some  temporary  weak- 
ness, but  longer  term  we  remain  quite  constructive 
toward  the  equities  market  as  a hospitable  environ- 
ment for  continued  capital  gains. 

Sincerely, 
Richard  W.  West,  C.F.A. 

Peter  R.  Coggins,  M.D. 

T reasurer 

(The  report  was  adopted  by  the  House  with  the 
recommendation  that  not  more  than  50%  of  the 
stock  portfolio  may  be  used  in  an  aggressive  approach 
to  increase  the  value  of  the  stock  portfolio.) 

(See  Performance  Monitor  on  following  page) 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

During  the  past  year  the  Medical  Society  of  Dela- 
ware has  been  actively  investigating  acting  as  its  own 
broker  with  the  Society-sponsored  insurance  pro- 
grams, eg,  liability,  disability.  This  could  result  in 
lower  premiums  for  the  members  and  a source  of 
income  for  the  Society.  The  Board  will  keep  you 
informed  as  we  move  along  with  this  project. 


The  Medical  Society  of  Delaware  is  involved  in  a 
solid,  ongoing,  productive  legislative  program.  The 
Society  hopes  to  continue  to  assist  legislators  in  draft- 
ing legislation  and  presenting  testimony.  A breakfast 
with  key  legislators,  our  legislative  specialist  Ned 
Davis,  and  the  Executive  Committee  was  held  to 
discuss  legislative  strategy  for  this  past  year.  Of 
particular  concern  were  bills  amending  the  Health 
Care  Malpractice  Insurance  and  Litigation  Chapter 
and  one  dealing  with  the  availability  of  medical 
records. 

The  Board  voted  unanimously  to  support  the  nomi- 
nation of  James  S.  Todd,  M.D.,  for  the  Board  of 
Trustees  of  the  American  Medical  Association.  It 
also  supported  Russell  Fisher,  M.D.,  for  the  Board 
of  Trustees,  and  Daniel  T.  Cloud,  M.D.,  for  the  office 
of  President-Elect  of  the  AMA. 

The  Board  referred  to  the  ad  hoc  committee  study- 
ing the  equity  issue  a suggestion  that  it  would  be 
good  business  practice  for  the  Blue  Cross/Blue  Shield 
figures  that  are  used  in  arriving  at  the  percentage 
increases  in  procedures  to  be  subject  to  independent 
audit  at  Blue  Cross/Blue  Shield  expense.  It  is  also 
felt  the  methodology  used  should  include  at  least  two 
procedures  for  which  each  specialty  submits  claims. 

The  Board  is  recommending  to  the  House  of  Dele- 
gates that  Delaware’s  senators  and  congressman  in 
Washington  request  that  the  Secretary  of  the  US 
Department  of  Health  and  Human  Services  contract 
with  an  appropriate  agency  to  conduct  a study  of 
chiropractic  to  determine  its  validity  on  scientific 
grounds,  and  to  submit  its  report  to  Congress. 

The  Board  took  under  advisement  three  develop- 
ments relating  to  the  establishment  of  a Health  Main- 
tenance Organization  in  the  area: 

a.  The  feasibility  study  recently  conducted  by  Blue 
Cross/Blue  Shield  reportedly  indicates  that  a 
closed  panel  HMO  is  feasible  for  New  Castle 
County. 

b.  Greater  Delaware  Valley  Health  Care,  Inc.,  an 
IPA  group  based  in  Pennsylvania,  is  interested 
in  extending  its  services  across  the  state  line  into 
Delaware.  The  group  would  like  to  discuss  its 
plans  with  the  Medical  Society  of  Delaware  and 
hopes  to  have  the  support  of  the  Society. 

c.  The  Du  Pont  Company  is  interested  in  a volun- 
tary program  with  area  physicians  and  hospitals 
to  reduce  health  care  costs  without  the  forma- 
tion of  an  IPA. 

The  Board  agreed  that  the  Medical  Society  of  Dela- 
ware should  make  no  commitment  but  should  con- 
tinue to  be  actively  involved  in  discussions  with  the 
above  three  groups  and  any  others  wishing  to  discuss 
alternative  means  of  health  care  delivery. 

We  have  two  ongoing  public  relations  programs 
that  have  had  wide  acclaim  in  Delaware.  Our  "Ask 
the  Doctor”  radio  program  on  Tuesday  mornings  is 
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PERFORMANCE  MONITOR 


MEDICAL  SOCIETY  OF  DELAWARE 


Dow  Jones 

Date  Industrial  Average 

Period  Change 

Cumulative 

Change 

Unit 

Value 

Period 

Change 

Cumulative 
% Change 

Beginning 

8-28-74 

666.61 

. 

9.96 

_ 

12-31-74 

616.24 

( 7.6) 

( 7.6) 

9.93 

( -3) 

( -3) 

3-31-75 

768.15 

24.7 

15.2 

13.00 

30.9 

30.5 

6-30-75 

878.99 

14.4 

31.9 

15.40 

18.5 

54.6 

9-30-75 

793.88 

( 9.7) 

19.1 

12.99 

(15.6) 

30.4 

12-31-75 

852.41 

7.4 

27.9 

13.46 

3.6 

35.1 

3-31-76 

999.45 

17.2 

49.9 

14.65 

8.8 

47.1 

6-30-76 

1002.79 

.3 

50.4 

14.47 

( 1-2) 

45.3 

9-30  76 

990.19 

( 1.3) 

48.5 

14.39 

( -6) 

44.5 

12-31-76 

1004.65 

1.5 

50.7 

14.60 

1.5 

46.6 

3-31-77 

919.13 

( 8.5) 

37.9 

14.62 

.1 

46.8 

6-30-77 

916.30 

.3 

37.5 

15.86 

8.5 

59.2 

9-30-77 

847.11 

( 7.6) 

27.1 

16.34 

3.0 

64.1 

12-31-77 

831.17 

( T9) 

24.7 

16.26 

( -3) 

63.3 

3-31-78 

757.36 

( 8.9) 

13.6 

15.99 

( 1-7) 

60.5 

6-30-78 

818.95 

8.1 

22.9 

17.06 

6.7 

71.3 

9-29-78 

865.82 

5.7 

29.9 

19.56 

14.7 

96.4 

12-29-78 

805.01 

( 7.0) 

20.8 

16.28 

(21.3) 

54.6 

3-30-79 

862.18 

7.1 

29.3 

19.05 

17.0 

91.3 

6-29-79 

841.98 

( 2.3) 

26.3 

15.64 

(17.9) 

57.0 

9-28-79 

878.67 

4.4 

31.8 

16.73 

7.0 

68.0 

12-31-79 

838.74 

( 4.5) 

25.8 

17.14 

2.4 

72.1 

2-29-80 

863.14 

2.9 

29.5 

18.22 

6.3 

82.9 

3-31-80 

785.75 

( 9.0) 

17.9 

14.73 

(19.2) 

47.9 

6-30-80 

867.91 

6.2 

30.2 

18.17 

15.4 

82.4 

9-30-80 

932.42 

7.4 

39.9 

23.40 

28.8 

134.9 

MEDICAL 

SOCIETY 

OF  DELAWARE 

September  30,  1980 

Yield 

Unit 

Market 

Cost 

Market  Income 

Total 

on 

Percent 

Quan. 

Security 

Cost 

Cost 

Price 

Pr.  Index 

Value  Rate 

Income 

Market 

Portfolio 

Common 

Stocks 

1,200 

Bio  Rad  Labs  A 

20,911.00 

17.43 

15.375 

88 

18,450.00  — 

— 

— 

22 

300 

Hilton  Hotel  Corp. 

11,155.50 

37.19 

44.125 

119 

13,237.50  1.36 

408 

2.9 

15 

300 

Holiday  Inns,  Inc. 

6,723.00 

22.41 

28. 

125 

8,400.00  .70 

210 

2.3 

10 

1,300 

IFS  Industries 

8,723.00 

6.71 

7.25 

108 

9,425.00  .20 

260 

2.8 

11 

800 

Tesoro  Petroleum 

24,844.00 

31.06 

23.75 

76 

19,000.00  .30 

240 

1.2 

22 

800 

Transcontinental  Oil 

12,424.00 

15.53 

14.375 

93 

11,500.00  — 

— 

— 

13 

TOTAL  COST 

84,780.00 

80,012.50 

1,118 

93 

Cash  and  MLRAT 

6,136.14 

6,136.14  11.4 

700 

7 

90,916.40 

86,148.64 

1,818 

100 

Units  — 3,682 
Unit  Value  — $23.40 
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extremely  popular.  We  have  had  many  calls  asking 
that  specific  topics  be  discussed.  The  Explorer  Post 
sponsored  by  the  Society  has  grown  at  a formidable 
rate.  Seventy-five  youngsters  are  participating  in  the 
Post’s  activities.  Both  of  these  programs  are  staff 
coordinated. 

The  Society  sponsored  ten  Tel-Med  tapes  this  year. 
It  is  the  Board’s  understanding  that  when  the  bro- 
chures are  reprinted  the  Society  will  be  given  ap- 
propriate recognition  as  a sponsor  of  the  program. 

The  health  planning  activities  for  the  State  of  Del- 
aware continue  to  be  monitored  by  staff.  It  is  the 
staff’s  responsibility  to  attend  all  meetings,  to  notify 
the  physicians  where  the  meetings  are  being  held,  and 
in  general  to  make  sure  that  medicine  has  input  into 
the  health  planning  process. 

At  the  Board’s  request  Aetna  will  not  offer  a 
"claims  made”  liability  insurance  policy,  as  this  type 
policy  only  covers  what  occurs  during  the  time  the 
insured  holds  the  policy.  They  also  took  note  of  the 
increase  in  premiums  for  the  coming  year  which 
was  brought  about  partly  through  inflation  and  partly 
because  of  the  increase  in  the  number  of  claims  during 
this  past  year. 

Every  attempt  is  made  to  keep  the  membership  in- 
formed through  the  Newsletter  published  on  a regu- 
lar basis  and  the  Delaware  Medical  Journal,  a wholly- 
owned  subsidiary  of  the  Medical  Society  of  Delaware. 

Anne  Shane  Bader 
Executive  Secretary 

(The  report  was  adopted.) 

THE  AMA  DELEGATE 

1979  INTERIM  MEETING 

The  meeting  was  held  December  2-5  in  Honolulu. 

The  coalition  of  southern  states  exercised  its  first 
political  action  move.  A caucus  of  one  delegate  from 
each  state  met  at  7:30  a.m.  on  Tuesday,  December 
4,  1979,  to  consider  items  of  anticipated  controversy. 
It  was  agreed  that  this  mechanism  would  be  used  at 
future  House  of  Delegates  meetings  so  that  we  could 
show  mutual  understanding,  not  necessarily  a solid 
vote,  and  to  flex  our  political  muscles  when  a unani- 
mous accord  was  attained. 

It  is  my  observation  at  this  time  that  continued 
activity  in  this  coalition  is  warranted  and  can  prove 
useful  to  our  one-vote  state. 

We  are  co-hosts  with  Alabama  for  the  ensuing  year 
for  the  meals  and  social  events  for  the  Southeastern 
Coalition.  Dr.  Roger  Thomas  met  briefly  with  a 
representative  from  Alabama  who  agreed  that  further 
developments  could  be  worked  out  between  our 
respective  state  executive  officers. 

The  reports  of  the  business  of  the  House  of  Dele- 
gates will  be  catalogued  according  to  names  of  each 
reference  committee. 


Committee  on  Amendments  to  Constitution  and 
Bylaws 

Report  B of  the  Council  on  Constitution  and  By- 
laws was  accepted  in  lieu  of  our  submitted  resolution 
on  "Judicial  Council  Jurisdiction”  mostly  because 
our  resolution  had  already  been  incorporated  in  Re- 
port B. 

The  American  Academy  of  Ophthalmology  pre- 
sented its  ideas  on  medical  ethics  as  Resolution  1, 
which  was  referred  to  the  Ad  Hoc  Committee  for 
Medical  Ethics.  The  Medical  Society  of  Delaware 
can  present  its  ideas  on  medical  ethics  by  writing  to 
the  Chairman  of  the  Ad  Hoc  Committee. 

REFERENCE  COMMITTEE  A 

(Insurance  and  Medical  Services) 

The  House: 

1.  Adopted  the  idea  of  equal  co-payment  for  in- 
patient and  outpatient  diagnostic  procedures 
(Report  E of  Council  on  Medical  Service). 

2.  Condemned  the  use  of  "reasonable  charge” 
where  it  misleads  patients  and  the  public.  It 
asked  the  AMA  to  investigate  the  HEW  pub- 
lication "Guide  to  Health  Insurance  for  People 
with  Medicare”  (Resolution  3A). 

3.  Opposed  the  use  of  the  2 5 th  percentile  as  a 
"reasonable  price  designation”  in  HEW  pro- 
grams (Resolution  61). 

4.  Opposed  retroactive  denials  of  payment  for  ap- 
propriately rendered  services  by  Medicare  and 
other  third-party  payors  for  necessary  preopera- 
tive evaluations  and  procedures  contractually 
covered  by  the  payors  (Resolution  9A). 

5.  Requested  that  the  AMA  Council  on  Medical 
Service  conduct  a study  of  the  various  programs 
which  monitor  and  analyze  the  activities  of 
Health  Systems  Agencies  developed  by  state  and 
component  medical  societies.  The  results  of 
this  study  are  to  be  included  in  communica- 
tions to  the  Federation  and  to  physicians  on 
Health  Systems  Agencies  when  appropriate 
(Resolution  48). 

REFERENCE  COMMITTEE  B 
(Legislation) 

The  House: 

1.  Sought  to  obtain  by  continuing  AMA  pressure 
a Department  of  Health  with  cabinet  status  in 
the  federal  government  (Report  O of  the 
Board  of  Trustees). 

2.  Commended  AMA  leadership  in  its  efforts  to 
combat  the  arbitrary,  over-zealous  and  self- 
defeating  regulations  of  the  Federal  Trade  Com- 
mission (Resolution  45). 

3.  Reaffirmed  the  actions  of  the  Board  of  Trustees 
in  National  Health  Insurance  (Report  EE, 
Board  of  Trustees)  and  acclaimed  the  need  for  a 
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positive  manner  in  stressing  the  superiority  of  a 
voluntary,  free  choice  method  of  medical  and 
health  care  delivery  compared  to  a system  domi- 
nated and  controlled  by  the  federal  government. 

REFERENCE  COMMITTEE  C 
(Medical  Education) 

The  House: 

1.  Directed  a 74-page  background  report  "Future 
Directions  for  Medical  Education”  to  be  an 
"agenda  of  issue  for  discussion — followed  by 
the  development  and  review  of  more  specific 
recommendations.”  This  will  undoubtedly  lead 
to  further  policy  changes  after  the  entire  report 
is  digested  and  reviewed. 

2.  Supported  policies  and  legislation  designed  to 
increase  the  number  of  physician-investigators 
(Resolution  79- A). 

3.  Adopted  Resolution  91,  which  was  a broad 
version  of  our  bill  on  drinking  and  use  of  drugs. 
In  Resolution  91,  the  AMA  encourages  medical 
schools  to  continue  information  in  medical 
school  curricula  on  human  illness  associated 
with  and  resulting  from  environmental  causes. 
(We  were  asking  to  start  this  as  early  as  first 
grade.) 

4.  Spoke  out  against  the  unsatisfactory  definition 
of  minimum  requirements  for  physicians  to  be 
eligible  to  administer  radionuclides  to  patients 
(Resolution  42-A  [second  resolve]). 

5.  Recognized  that  current  standards  developed 
by  voluntary  medical  and  professional  associa- 
tions meet  the  existing  needs  for  qualifications 
for  medical  radiation  technologists;  therefore  we 
do  not  need  the  FDA’s  13  proposals.  AMA  de- 
scribed its  resumption  of  the  accreditation  of 
continuing  medical  education. 

REFERENCE  COMMITTEE  D 

(Hospitals  and  Medical  Facilities) 

The  House: 

1.  Sought  further  physician  representation  on  hos- 
pital governing  bodies  (Resolution  36  1-77). 

2.  Informed  the  JCAH  that  the  intent  for  pro- 
viding periodic  written  statements  of  perform- 
ance, judgment,  technical  skills  and  health 
status  could  be  more  judiciously  served  through 
continued  monitoring  of  each  practitioner  by 
the  medical  staff  operating  under  its  bylaws 
(Resolution  62). 

3.  Requested  that  the  JCAH  accept  voluntary 
continuing  medical  education  as  a condition  for 
medical  staff  membership. 

4.  Opposed  recent  attempts  by  the  US  Department 
of  Health  and  Human  Services,  the  Massachu- 
setts Department  of  Public  Health,  and  certain 
hospital  Boards  of  Trustees  to  create  new  and 
arbitrary  requirements  for  hospital  compliance 
with  the  Hill-Burton  Act. 
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5.  Asserted  its  desire  to  explore  and  endorse  means 
of  assuring  equal  access  to  medical  care  for  the 
people  of  the  United  States  (Resolution  8A). 

REFERENCE  COMMITTEE  E 
(Scientific  Public  Health) 

The  House: 

1.  Called  for  a ban  on  smoking  on  commercial  air- 
craft (Report  J of  the  Board  of  Trustees). 

2.  Accepted  a model  bill  on  Uniform  Brain  Death 
which  was  continued  in  Report  P.  A copy  of 
it  follows  here. 

3.  Implored  the  U.S.  Nuclear  Regulatory  Com- 
mission to  seek  the  advice  of  its  Advisory  Com- 
mittee for  Medical  Uses  of  Isotopes  when  formu- 
lating and  making  a survey  of  the  occupational 
radiation  exposures  at  medical  institutions.  The 
survey  will  be  done  prior  to  revising  current 
limitations  on  such  occupational  radiation  ex- 
posures (Resolution  97A). 

Report  A of  the  Council  of  Scientific  Affairs 
calls  for  a revision  of  the  delivery  clause  and  asks 
that: 

1.  Risk/benefit  assessments  be  made  a part  of  the 
decision-making  process. 

2.  Alternative  risks  be  weighed  before  requiring 
the  banning  of  a substance  suspected  of  being 
hazardous. 
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3.  Decision-making  on  food  additives  be  based  on 
the  best  scientific  evidence  available  pertaining 
to  usefulness,  function,  uniqueness,  health  needs, 
and  potential  risk  of  the  substance.  (This  is 
possibly  an  evolution  by  step  in  the  delivery 
clause.) 

REFERENCE  COMMITTEE  F 
(Board  of  Trustees) 

The  impact  of  legal  advice  has  become  more  and 
more  evident  at  House  of  Delegate  meetings.  How 
to  handle  this  was  referred  back  to  the  Board  of 
Trustees  for  serious  thought.  How  this  is  managed 
may  have  far-reaching  influence  on  the  democratic 
functions  of  our  association. 

Membership  was  the  other  pressing  issue.  The 
membership  in  the  AMA  is  declining,  but  there  is  an 
increase  in  numbers  of  dues-paying  physicians.  States 
will  need  to  start  recruiting  because  only  42%  of 
the  states  have  an  active  recruiting  program. 

Our  Membership  Percentage  Resolution  64  was 
referred. 

REFERENCE  COMMITTEE  G 
(Miscellaneous) 

Resolution  1 1 on  Confidentiality  was  referred  to 
the  Board  of  Trustees,  but  our  State  Board  of  Trus- 
tees may  want  to  write  a response  to  this  to  aid  the 
parent  organization  in  its  deliberations. 

Resolution  1 1 : 

Resolved,  that  the  AMA  establish  a Task 
Force  on  Confidentiality  of  Medical  Records 
to  recommend  in  cooperation  with  the  ap- 
propriate allied  professional  organizations, 
guidelines  for  the  evaluation  of  requests  for 
patient  information  and  the  clear  establish- 
ment of  legal  authority  to  obtain  informa- 
tion contained  in  medical  records  by  any 
party  which  has  not  participated  in  the 
creation  of  the  record. 

REFERENCE  COMMITTEE  H 
(Miscellaneous) 

Outstanding  from  this  committee  was  the  follow- 
ing Resolution  10: 

Resolved,  that  the  AMA  continue  to  en- 
courage the  public  relations  committees  of 
all  county,  state  and  national  medical  socie- 
ties to  initiate  positive  programs  with  the 
media  and  to  make  timely  responses  to  mis- 
leading and  inaccurate  media  releases  giving 
the  general  public  a more  accurate  and 
balanced  perspective  of  the  medical  profes- 
sion and  medical  issues. 


Many  other  subjects  were  discussed  including  gun 
control,  health  care  for  refugees,  treatment  of  chronic 
mental  patients,  and  foreign  medical  graduates. 

Incidentally,  I served  on  Reference  Committee  D, 
my  third  committee  while  a delegate. 

IN  THE  GENERAL  ASSEMBLY 

STATE  OF  

An  Act 

To  Provide  for  Determination  of  Death 

Be  it  enacted  by  the  People  of  the  State  of 
represented  in  the  General  Assembly: 

Section  1.  An  individual  who  has  sustained  either 
(1)  irreversible  cessation  of  circulatory  and  respira- 
tory functions,  or  (2)  irreversible  cessation  of  all 
functions  of  the  entire  brain,  shall  be  considered  dead. 
A determination  of  death  shall  be  made  in  accordance 
with  accepted  medical  standards. 

(COMMENT:  This  section  is  intended  to  pro- 
vide a co7nprehensive  statement  for  determining 
death  in  all  situations,  by  clarifying  and  codify- 
ing the  common  law  in  this  regard.  The  two 
bases  set  forth  in  the  statute  are  the  only  medi- 
cally accepted  bases  for  determining  death,  and 
the  statute  is  therefore  all  inclusive.  "All  func- 
tions” of  the  brain  means  that  purposeful  ac- 
tivity of  the  brain,  as  distinguished  from  random 
activity  in  the  brain,  has  ceased.  "Entire  brain” 
includes  both  the  brain  stem  and  the  neocortex 
and  is  meant  to  distinguish  the  concept  of  neo- 
cortical  death,  which  is  not  a valid  medical  basis 
for  determining  death. 

It  is  recognized  that  physicians  may  determine 
death.  It  is  also  recognized  that  in  some  juris- 
dictions non- physicians  (i.e.  coroners)  are  em- 
powered to  determine  death.  It  is  the  intent  of 
this  bill  to  recognize  that  under  accepted  medical 
standards  a determination  of  death  based  on  ir- 
reversible cessation  of  brain  function  may  be 
made  only  by  a physician .) 

Section  2.  A physician  or  any  other  person  author- 
ized by  law  to  determine  death  who  makes  such  deter- 
mination in  accordance  with  Section  1 is  not  liable 
for  damages  in  any  civil  action  or  subject  to  prosecu- 
tion in  any  criminal  proceeding  for  his  acts  or  the 
acts  of  others  based  on  that  determination. 

Section  3.  Any  person  who  acts  in  good  faith  in 
reliance  on  a determination  of  death  is  not  liable  for 
damages  in  any  civil  action  or  subject  to  prosecution 
in  any  criminal  proceedings  for  his  act. 

(COMMENT:  While  Section  1 is  intended  to 
remove  legal  impediments  relating  to  a declara- 
tion of  death  based  on  medically  accepted  princi- 
ples, sections  two  and  three  are  intended  to  re- 
move inhibitions  from  making  a declaration  of 
death  based  on  either  of  the  two  standards  and 
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also  to  remove  inhibitions  of  hospital  personnel 
from  carrying  out  the  direction  of  a physician 
in  this  regard  by  removing  the  threat  of  liability. 
These  sections  do  not  absolve  from  liability  a 
person  who  acts  negligently  or  contrary  to  ac- 
cepted medical  standards.) 

Section  J)..  If  any  provision  of  this  Act  is  held  by 
a court  to  be  invalid  such  invalidity  shall  not  affect 
the  remaining  provisions  of  the  Act,  and  to  this  end 
the  provisions  of  this  Act  are  hereby  declared  to  be 
severable. 

AMERICAN  MEDICAL  ASSOCIATION, 
LEGISLATIVE  DEPARTMENT, 
PUBLIC  AFFAIRS  DIVISION 

Rhoslyn  J.  Bishoff,  M.D. 

Delegate 

(The  report  was  filed.) 

THE  AMA  DELEGATE 

1980  ANNUAL  MEETING 

The  AMA  House  of  Delegates  convened  for  its 
1980  annual  meeting  in  Chicago  on  July  20;  the 
Medical  Society  of  Delaware  was  represented  by  its 
President,  Robert  B.  Flinn,  M.D.;  its  delegate  Roger 
B.  Thomas,  Jr.,  M.D. ; and  its  alternate  delegate 
Rhoslyn  J.  Bishoff,  M.D.  The  House  of  Delegates’ 
opening  ceremonies  were  held  on  the  first  day,  and 
the  second  day  was  dedicated  to  Reference  Committee 
hearings.  Dr.  Thomas  served  as  one  of  five  members 
of  Reference  Committee  A;  Drs.  Flinn  and  Bishoff 
attended  the  other  Reference  Committee  hearings. 
The  House  of  Delegates  acted  on  the  Reference  Com- 
mittee reports  on  July  22,  23  and  24. 

The  highlight  of  the  meeting  was  the  election  of 
the  AMA  officers.  Daniel  T.  Cloud,  M.D.,  was 
chosen  President-Elect.  George  H.  Mills,  M.D.,  from 
Honolulu  was  re-elected  to  the  Board  of  Trustees. 
New  Trustees  elected  were  Robert  T.  Kelly,  M.D., 
from  Minnesota;  Alan  R.  Nelson,  M.D.,  from  Salt 
Lake  City;  and  James  H.  Todd,  M.D.,  from  Ridge- 
wood, New  Jersey. 

The  issue  of  National  Health  Insurance  was  dealt 
with  efficiently  by  the  House,  which  re-affirmed  the 
1979  statement  that  the  AMA  "continue  to  advocate 
in  a positive  manner  the  superiority  of  a voluntary, 
free-choice  method  of  medical  and  health  care  de- 
livery compared  to  a system  dominated  and  controlled 
by  the  Federal  Government.”  The  main  issue  here 
was  the  degree  of  reassurance  that  the  more  conserva- 
tive members  of  the  House  required  that  the  written 
policy  of  the  AMA  reflect  this  attitude. 

The  AMA  House  of  Delegates  adopted  a new  code 
of  Medical  Ethics,  which  was  the  first  revision  ap- 
proved in  23  years.  The  new  principles  received  195 
favorable  votes,  which  was  11  more  than  the  two- 


thirds  necessary  to  adopt  them.  The  ten  principles 
written  in  1957  had  their  language  modernized,  had 
gender  reference  eliminated,  and  were  improved  re- 
garding the  appropriate  stance  between  professional 
principles  and  contemporary  society.  Debate  during 
the  Reference  Committee  hearings  on  the  new  ethics 
code  was  lengthy,  but  argument  on  the  floor  of  the 
House  was  kept  to  a minimum. 

Newly  adopted  Medical  Ethics: 

1.  A physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion  and 
respect  for  human  dignity. 

2.  A physician  shall  deal  honestly  with  patients 
and  colleagues,  and  strive  to  expose  those  phy- 
sicians deficient  in  character  or  competence,  or 
who  engage  in  fraud  or  deception. 

3.  A physician  shall  respect  the  law  and  also  recog- 
nize a responsibility  to  seek  changes  in  those 
requirements  which  are  contrary  to  the  best  in- 
terests of  the  patient. 

4.  A physician  shall  respect  the  rights  of  patients, 
of  colleagues,  and  of  other  health  professionals, 
and  shall  safeguard  patient  confidence  within 
the  constraints  of  the  law. 

5.  A physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge,  make  relevant  in- 
formation available  to  patients,  colleagues,  and 
the  public,  obtain  consultation,  and  use  the 
talents  of  other  health  professionals  when  indi- 
cated. 

6.  A physician,  shall,  in  the  provision  of  appropri- 
ate patient  care,  except  in  emergencies,  be  free 
to  choose  whom  to  serve,  with  whom  to  associ- 
ate, and  the  environment  in  which  to  provide 
services. 

7.  A physician  shall  recognize  a responsibility  to 
participate  in  activities  contributing  to  an  im- 
proved community. 

The  issue  of  continuing  medical  education  was 
dealt  with  in  several  respects.  The  House  of  Dele- 
gates authorized  the  Board  of  Trustees  to  eliminate 
dual  accreditation  by  the  LCCME  and  the  AMA’s 
year-old  Committee  for  the  Accreditation  of  Con- 
tinuing Medical  Education.  The  proposal,  as  set 
forth  in  the  report  of  the  Board  of  Trustees  Report 
JJ,  was  the  culmination  of  weeks  of  discussion  among 
the  Parent  Organizations  involved  in  the  Coordi- 
nating Council  on  Medical  Examination,  the  Liaison 
Committee  on  Graduate  Medical  Education,  and  the 
Liaison  Committee  on  Continuing  Medical  Education. 

In  other  actions,  the  House  of  Delegates  endorsed  a 
"go  slow”  policy  for  mandatory  recertification  and 
continuing  medical  education.  It  adopted  a resolu- 
tion urging  specialty  societies  and  state  medical  socie- 
ties to  support  a moratorium  on  all  additional  manda- 
tory CME  or  mandatory  reexamination  and  recertifi- 
cation programs,  such  moratorium  to  remain  in  effect 
pending  evidence  that  they  actually  upgrade  physi- 
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cian  competence.  According  to  the  Council  on 
Medical  Education  Report  J,  mandatory  recertifica- 
tion and  CME  have  not  demonstrated  that  they 
assure  high-quality  performance  by  physicians. 

The  AMA  will  place  greater  emphasis  on  its  legis- 
lative and  other  efforts  to  assure  equitable  and  realistic 
levels  of  reimbursement  for  physician  services  under 
the  Medicare-Medicaid  programs.  Concentrated  ef- 
fort will  be  focused  on  the  repeal  of  the  federal  gov- 
ernment "economic  index.”  The  House  of  Delegates 
reaffirmed  Association  policy  supporting  the  "usual 
and  customary  or  reasonable”  concept  of  physician 
reimbursement  while  continuing  efforts  to  ensure 
equitable  levels  of  reimbursement  under  federal  pro- 
grams. Special  efforts  will  be  made  to  repeal  the 
"economic  index”  established  by  the  Health  Care 
Financing  Administration  in  1975.  In  a related 
action,  the  Delegates  asked  the  AMA  to  aggressively 
pursue  with  the  insurance  industry  the  improvement 
of  terminology  in  third-party  communications,  so 
that  the  term  "reasonable  charge”  will  not  be  mis- 
leading to  the  public.  The  AMA  also  agreed  to  con- 
tinue to  oppose  the  proposed  uniform  implementation 
of  Medicare  regulations  calling  for  hospital-based 
physicians  to  be  reimbursed  under  Medicare  Part  B 
only  for  identifiable  professional  services  performed 
by  a physician  and  only  if  the  services  require  per- 
formance by  a physician  in  person.  In  early  June  of 


1980  a federal  district  court  in  Arkansas  prelimi- 
narily enjoined  the  uniform  enforcement  of  these 
regulations. 

Reiterating  its  approval  of  the  concept  of  neutral 
public  policy  and  fair  market  competition  among  all 
systems  of  health  care  delivery,  the  Delegates  said  that 
the  potential  growth  of  HMOs  should  be  determined 
by  the  number  of  people  who  prefer  this  mode  of 
delivery,  and  not  by  federal  subsidy,  preferential 
federal  regulations,  or  a federal  advertising  program. 
The  Delegates  approved  all  but  one  of  the  recom- 
mendations of  the  Council  on  Medical  Service’s  study 
of  HMOs,  contained  in  a ten-page  report  with  recom- 
mendations. Extracted  from  the  report,  and  referred 
to  the  Board  of  Trustees  for  further  study,  was  the 
recommendation  that  the  HMO  approach  to  health 
care  delivery  be  recognized  as  one  which  may  result 
in  care  for  enrollees  at  a lower  total  cost  than  for 
comparable  groups  and  other  health  care  delivery 
systems;  this  action  prevented  the  recommendation 
from  becoming  established  AMA  policy. 

The  Delegates  reaffirmed  and  readopted  a resolution 
calling  for  the  repeal  of  PL  93-641,  amended  by 
PL  96-79,  the  federal  legislation  which,  among  other 
things,  created  health  systems  agencies.  The  Dele- 
gates vowed  to  continue  to  inform  their  federal  legis- 
lators of  the  AMA's  opposition  to  this  legislation,  and 
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to  urge  them  to  repeal  it.  At  the  same  time,  the 
resolution  noted  that  the  AMA  should  encourage  its 
members  to  participate  as  individuals,  or  as  members 
of  appropriate  organizations  and  institutions,  in  health 
planning,  and  in  presenting  definitive  proposals  for 
community  and  individual  health.  Another  HSA- 
related  resolution  addressed  the  issue  of  funding  for 
HSAs.  The  resolution  passed  asked  the  AMA  to 
oppose  the  solicitation  of  non-federal  funds  by  or  on 
behalf  of  an  HSA,  and  asked  the  AMA  to  request 
congressional  enactment  of  legislation  prohibiting 
such  solicitation,  and  to  request  that  the  Bureau 
of  Health  Planning  prohibit  solicitation  or  acceptance 
of  funds  bv  any  HSA.  Delegates  also  adopted  a reso- 
lution calling  for  the  AMA  to  oppose  mandatory 
regionalization  of  medical  services. 

With  the  value  of  CAT  scanners  firmly  established, 
the  House  of  Delegates  asked  the  AMA  to  recommend 
that  CAT  scanning  equipment  should  be  readily 
available  for  patients,  and  that  efforts  by  health  sys- 
tems agencies  to  block  the  acquisition  of  scanning 
equipment  are  deemed  to  be  detrimental  to  the  quality 
and  cost  effectiveness  of  health  care.  The  resolution 
further  asked  the  AMA  to  send  copies  of  the  resolu- 
tion to  each  health  systems  agency  in  the  country, 
as  well  as  to  state  health  planning  and  development 
agencies,  state  health  coordinating  councils,  and  to 
the  secretary  of  the  Department  of  Health  and 
Human  Services.  In  a second  resolution,  the  Dele- 
gates asked  that  the  AMA  and  physicians  at  state  and 
local  levels  strongly  urge  that  decisions  concerning 
placement  of  expensive  facilities  and  equipment  be 
made  on  the  basis  of  local  needs  and  resources,  and 
with  the  cooperation  of  local  practicing  physicians  to 
the  end  that  CAT  scanning  equipment  will  become 
available.  In  passing  these  resolutions  it  was  noticed 
that  national  planning  guidelines  recommend  a mini- 
mum of  2,500  scans  per  year  per  scanner  in  making 
placement  decisions,  without  regard  for  differing  local 
needs  and  resources. 

The  House  of  Delegates  denied  a request  from  the 
American  College  of  Surgeons  to  withdraw  its  repre- 
sentation in  the  House  of  Delegates.  The  House 
urged  the  initiation  of  a dialogue  with  the  ACS  Board 
of  Regents  to  seek  an  early  resolution  to  this  prob- 
lem. 

Of  some  interest  locally,  in  view  of  the  experience 
in  New  Jersey,  the  House  of  Delegates  adopted  a re- 
port from  the  Council  on  Medical  Service,  which 
concluded  that  further  research  and  study  of  the 
"diagnosis  related  group”  concept  of  hospital  reim- 
bursement is  needed  before  such  a system  is  used  to 
pay  hospitals.  This  concept  is  now  being  tested  in  26 
New  Jersey  hospitals,  and  federal  officials  have  indi- 
cated an  interest  in  shifting  to  such  a per  case  reim- 
bursement system  for  hospitals  nationwide  under 
Medicare  as  a cost  containment  measure. 


The  House  of  Delegates  adopted  a report  from  the 
Judicial  Council  on  capital  punishment,  which  said 
that  although  a physician  may  make  a determination 
or  certification  of  death  as  is  currently  provided  by 
law,  this  action  is  not  considered  active  participation 
in  an  execution.  The  Delegates  turned  down  the 
Reference  Committee’s  recommendation  to  refer  this 
issue,  and  instead  they  adopted  the  Judicial  Council’s 
report.  They  established  as  AMA  policy  that  physi- 
cians should  not  be  active  participants  in  any  legally 
authorized  execution.  The  matter  came  up  because 
in  several  western  states  the  method  of  execution 
involves  the  injection  of  a lethal  drug;  active  partici- 
pation of  a physician,  is  required  by  law  for  the  pre- 
scription of,  use  of  and  administration  of  these  phar- 
macological substances. 

The  House  of  Delegates  passed  a resolution  pro- 
posing that  the  National  Institutes  of  Health  or  other 
federal  agency  fund  an  independent  and  impartial 
study  and  clinical  trials  to  evaluate  the  efficacy  and 
safety  of  chiropractic.  The  resolution  noted  that 
chiropractors  annually  receive  more  than  $30  million 
in  Medicare  monies;  in  addition,  there  are  20  000 
United  States  chiropractors  treating  an  estimated 
eight  million  Americans  annually  for  a wide  variety 
of  medical  conditions. 

The  House  of  Delegates  asked  the  AMA  to  investi- 
gate whether  the  Occupational  Safety  and  Health  Ad- 
ministration may  have  exceeded  its  statutory  author- 
ity in  promulgating  a rule,  scheduled  to  become  ef- 
fective August  21,  1980,  which  will  require  that  an 
employee’s  medical  record  be  accessible  to  OSHA 
without  the  informed  written  consent  of  the  affected 
employee. 

Th  AMA  Board  was  directed,  by  the  House  of 
Delegates,  to  initiate  meetings  with  other  sponsoring 
groups  to  discuss  its  concerns  about  the  Joint  Com- 
mission on  the  Accreditation  of  Hospitals  and  to  ex- 
plore methods  of  improving  the  accreditation  process. 
They  are  also  to  recommend  that  the  JCAH  Board 
of  Commissioners  rewrite  standards  to  eliminate  am- 
biguities and  to  increase  flexibility  in  implementing 
standards.  They  are  also  to  recommend  the  com- 
missioners streamline  the  accreditation  process  by 
such  methods  as  contracting  with  a management  firm 
to  perform  accreditation,  and  extending  the  term  of 
accreditation  from  two  to  three  or  four  years. 

There  were  many  other  items  of  business  dealt  with 
in  Reference  Committee  hearings  and  handled  by  the 
House  of  Delegates.  They  are  too  lengthy  to  go  into 
in  a report  of  this  type;  the  interested  reader  is  re- 
ferred to  the  August  1-8,  1980  issue  of  the  American 
Medical  News. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 

(The  report  was  filed.) 
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THE  AMA  ALTERNATE  DELEGATE 

1980  ANNUAL  MEETING 

The  1980  Annual  Meeting  of  the  American  Medi- 
cal Association  was  held  in  Chicago  July  20  to  24. 

The  House  of  Delegates  was  of  greater  interest 
and  excitement  than  usual.  The  bylaws  of  the  Or- 
ganization of  State  Medical  Association  Presidents 
(OSMAP)  were  passed.  Its  structure  will  include 
the  President-Elect,  the  current  President,  and  the 
Past-Presidents  of  the  past  36  months.  Each  state 
will  have  five  voting  members.  This  means  that 
when  it  is  politically  expedient,  Delaware  may  have 
at  least  one  officer  in  this  organization.  The  organi- 
zation will  meet  twice  a year  before  each  of  the  semi- 
annual meetings  of  the  AMA  House  of  Delegates. 
OSMAP  has  become  a powerful  tone-setting  organi- 
zation and  sounding  board  of  the  AMA. 

The  Delaware  delegation  arrived  at  the  House  of 
Delegates  meeting  with  definite  instructions  on  cer- 
tain candidates  for  specific  offices.  Of  the  three 
candidates  we  endorsed,  Don  Cloud  was  elected  Presi- 
dent, Jim  Todd  was  elected  to  the  Board  of  Trus- 
tees, and  Russ  Fisher  lost. 

The  official  business  of  the  House  of  Delegates 
began  on  Tuesday.  The  work  of  all  the  Reference 
Committees  was  reported  before  the  meeting  con- 
vened. 

Constitution  and  Bylaws 

The  House  approved  a panel  of  expert  scientific 
consultants  to  assist  the  Judicial  Council  in  proposing 
a code  of  bioethics.  The  panel  members  are  Gilbert 
S.  Omenn,  M.D.,  L.  Lee  Dockery,  M.D.,  Robert  L. 
Summitt,  M.D.,  Margaret  Shaw,  M.D.,  Albert  R. 
Jonsen,  Ph.D.,  and  Michael  J.  Carella,  Ph.D. 

The  House  denied  a request  from  the  American 
College  of  Surgeons  to  discontinue  its  representation 
in  the  AMA  House  of  Delegates.  The  surgeons  pre- 
sent announced  that  almost  200  members  at  the 
meeting  had  signed  a petition  requesting  the  Regents 
of  the  American  College  of  Surgeons  to  reverse  them- 
selves and  to  remain  active  in  the  AMA  House  of 
Delegates  as  active  participating  delegations. 

The  anticipated  major  debate  about  the  Ad  Hoc 
Committee  Report  on  a Code  of  Medical  Ethics  never 
developed  and  the  report  was  accepted  by  the  House 
without  any  revision. 

Referred  were:  further  studies  of  specialty  society 
representation,  resident  terms  on  AMA  Councils,  and 
membership  of  osteopathic  students  in  the  AMA. 

REFERENCE  COMMITTEE  A 
(Insurance  and  Medical  Service) 

Dr.  Roger  Thomas  was  on  this  committee  and  his 
report  will  be  in  greater  depth. 


The  House  again  asked  the  Board  of  Trustees  to 
continue  to  fight  for  understanding  of  reasonable 
charges,  equality  in  acceptance  of  fees,  better  control 
of  "spend  down”  provisions,  and  consideration  of 
Louisiana’s  ideas  as  expressed  in  the  manual  entitled 
"Chips.”  There  was  a fight  over  certificate  of  need 
and  the  House  demanded  to  show  how  the  certificate 
of  need  affects  the  cost  and  diminishes  the  effective- 
ness of  health  care.  Strong  support  for  repeal  of  the 
Health  Planning  Laws  was  reaffirmed.  The  House 
asked  that  non-federal  funds  for  HSAs  not  be  allowed. 
Continued  review  of  the  Diagnostically  Related 
Group  Project  (DRG)  was  strongly  requested.  In 
the  future  the  AMA  is  to  delineate  cost  considerations 
in  health  care,  particularly  in  Federal  Health  Pro- 
grams. 

REFERENCE  COMMITTEE  B 
(Legislation) 

The  House  continued  to  ask  for  legislation  exempt- 
ing learned  professions  from  rulings  of  the  FTC.  Rec- 
ognizing that  the  House  must  depend  on  the  Board  of 
Trustees  and  its  Councils  in  lawmaking,  the  House 
asked  that  attention  be  given  to  scientific  evaluation 
of  chiropractic,  tax  treatment  of  interest  earned  by 
citizens  in  savings,  opposition  to  a national  compulsory 
catastrophic  health  insurance,  separate  national  De- 
partment of  Health,  opposition  to  educational  testing 
procedures,  and  prohibition  of  the  use  of  federal  funds 
for  lobbying. 

REFERENCE  COMMITTEE  C 
(Medical  Education) 

The  House  accepted  trying  to  bring  continuing 
education  under  one  controlling  body,  but  a central 
repository  or  single  reporting  mechanism  was  re- 
jected. All  efforts  are  directed  to  voluntary  continu- 
ing education. 

It  would  be  advisable  to  refer  Report  G of  the 
Council  on  Medical  Education  to  our  Board  of  Trus- 
tees Committee  on  Nursing  for  study. 

The  Health  Pathway  was  updated,  and  it  was  again 
referred  for  further  study. 

Further  physician  manpower  studies  were  not  ap- 
proved. 

The  Committee  promised  to  prepare  a policy  paper 
to  improve  the  skills  needed  by  all  physicians  involved 
in  providing  care  to  rape  victims. 

Also,  the  Committee  will  study  the  feasibility  of 
developing  a model  State  Medical  Practice  Act.  We 
probably  will  be  called  for  comments  since  we  have 
one  of  the  most  recently  revised  Medical  Practice 
Acts. 

REFERENCE  COMMITTEE  D 

(Hospital  and  Medical  Facilities) 

The  report  of  the  Board  of  Trustees  was  adopted. 
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This  is  in  draft  form,  and  it  deals  with  present  de- 
velopments in  "Guidelines  for  the  Categorization  of 
Hospital  Emergency  Capabilities.”  The  Board  of 
Trustees  was  asked  to  distribute  it  to  concerned  or- 
ganizations for  review  and  comments,  to  be  reported 
back  at  the  1981  Annual  Meeting. 

There  was  great  concern  about  the  JCAH  role, 
and  many  resolutions  were  referred  to  the  Board 
of  Trustees.  Resolution  81  was  adopted.  It  asked 
the  JCAH  to  redirect  its  review  and  standards  to  only 
impacting  the  safety  quality  and  excellence  of  patient 
care. 


REFERENCE  COMMITTEE  E 
(Scientific  Public  Health) 

The  Board  of  Trustees  was  asked  to  continue  moni- 
toring Congressional  bills  dealing  with  cigarette 
smoking  and  to  keep  the  membership  informed  of  im- 
portant developments  in  this  area. 

Report  B of  Council  on  Scientific  Affairs,  which 
deals  with  Physician  Supervised  Exercise  Programs  in 
Rehabilitation  of  Patients  with  Coronary  Artery  Dis- 
ease, was  revised  and  accepted. 

Further  study  of  marijuana  was  promised  in  the 
study  of  Drug  Abuse  Programs. 

Substitute  Resolution  82,  which  could  be  referred 
to  our  environmental  committee  for  review,  was 
adopted. 

A standard  immunization  record  form  was  finally 
adopted. 

The  Committee  asked  the  FDA  to  give  scientific, 
not  social  or  economic,  reasons  when  it  responds  to 
outside  bodies. 

The  House  also  adopted: 

1.  Provisions  of  AMA  Drug  Evaluations 

2.  Public  Marketing  of  AMA  Drug  Evaluations 

3.  Physician  Suicide 

4.  Hypnotic  Drugs  and  Treatment  of  Insomnia 

5.  Medical  Care  for  Indigent  and  Culturally  Dis- 
placed Obstetrical  Patients  and  Their  Newborn 

6.  Infant  Nutrition 

7.  Biological  Effects  in  Non-Ionizing  Magnetic  & 
Electromagnetic  Radiation 

8.  Ten  Statements  Relative  to  the  Progress  in 
Adoption  of  Systeme  International  d’unites’ 
(SI  Unites  in  American  Medicine) 

REFERENCE  COMMITTEE  F 
(Board  of  Trustees) 

The  House: 

1.  Agreed  not  to  raise  the  dues. 

2.  Noted  net  increased  membership  is  still  the 
greatest  need  of  the  AMA.  Incentives  to  join 
are  being  studied. 

3.  Reaffirmed  its  position  to  have  students  as  mem- 
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bers  of  state  and  county  societies  of  the  Asso- 
ciation. 

4.  Promised  to  continue  to  study  a WATS  line  so 
all  members  could  make  direct  inquiries  of  the 
AMA. 

5.  Agreed  to  consider  reinstating  the  AMA  Com- 
mittee on  the  Medical  Aspects  of  Sports. 

6.  Requested  an  AMA  membership  drive  at  the 
county  and  state  levels. 

7.  Promised  further  study  of  the  impaired  and 
needy  physician.  The  matter  of  financial  aid 
was  referred  to  the  Board  of  Trustees. 

REFERENCE  COMMITTEE  G 
(Miscellaneous) 

The  Board  of  Trustees  declared  it  is  assailing  ir- 
regularities in  utilization  review  of  hospitals  (Report 
KK  of  Board  of  Trustees). 

The  House: 

1.  Asked  that  the  Council  on  Medical  Service 
(CMS)  delineate  PSRO  and  HSA  roles  (Reso- 
lution 92) . 

2.  Reaffirmed  the  need  to  use  the  AMA’s  model 
state  bill  in  "Confidentiality  of  Medical  Infor- 
mation” (Board  of  Trustee  Report  M). 

3.  Referred  the  matter  of  confidentiality  of  pa- 
tient records  back  to  the  Board  of  Trustees 
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(CMS  Report  E and  Resolutions  11,  47,  114 
of  1979). 

4.  Adopted  the  CMS  assessment  of  HMO  cost, 
quality,  and  accessibility  of  care. 

5.  Reaffirmed  its  stand  against  special  and  prefer- 
ential subsidies,  and  urged  the  federal  govern- 
ment to  stop  grants  and  subsidies  to  HMOs. 

6.  Opposed  Health  Care  Financing  Administra- 
tions (HCFA)  mailings  to  medical  beneficiaries 
about  HMOs. 

REFERENCE  COMMITTEE  H 
(Miscellaneous) 

The  House: 

1.  Considered  direct  election  of  AMA  delegates, 
but  no  definite  plan  has  come  from  Council  on 
long-range  planning. 

2.  Agreed  to  ask  for  a "Good  Samaritan  Law”  for 
emergency  services  rendered  aboard  carriers  and 
in  the  immediate  vicinitv  of  air  carrier  nota- 
tions. Also,  it  will  ask  the  same  of  the  Inter- 
national Civil  Aviation  Organization. 

3.  Agreed  to  urge  the  development  of  medical 
emergency  training  programs  for  air  carrier 
flight  crew  members. 

4.  Noted  the  AMA  is  sponsoring  a physician  and 
spouse  "get  out  the  vote”  campaign  for  the 
November  1980  election. 

5.  Decided  to  conduct  an  informal  survey  of  each 
state’s  medicine  and  religion  activities. 

6.  Proposed  a study  to  investigate  health  care 
needs  of  homosexuals. 

7.  Decided  to  encourage  chiefs-of-staff  to  partici- 
pate in  AMA  Leadership  Conferences. 

8.  Supported  the  family  life  concept  from  early 
childhood  through  all  phases  of  school  develop- 
ment. 

9.  Urged  all  hockey  teams  to  require  face  masks 
at  all  levels  of  the  sport. 

This  is  a brief  summary  of  the  activities  and  reac- 
tions noted  by  the  House  of  Delegates  at  its  1980 
Annual  Meeting. 

I spoke  briefly  with  S.  Lon  Connor,  Executive 
Director  of  the  Medical  Association  of  the  State  of 
Alabama.  He  considers  the  hosting  of  the  San  Fran- 
cisco Interim  Meeting  of  1980  Delaware’s  responsi- 
bility, but  said  he  would  help  in  any  way  possible. 

Mrs.  Eich  assured  me  she  will  give  every  consider- 
ation to  having  President  Hunter  at  our  Annual 
Meeting  in  November  of  this  year. 

A personal  footnote: 

I am  in  favor  of  a resolution  asking  that  the  Or- 
ganization of  State  Medical  Association  Presidents 
(OSMAP)  be  given  a vote  in  the  House  of  Delegates. 
I also  think  that  additional  privileges  should  be  ex- 
tended to  the  Student  Business  Section. 

Rhoslyn  J.  Bishoff,  M.D. 

Alternate  Delegate 

(The  report  was  filed.) 


REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  had  four  dinner 
meetings  this  past  year.  Several  new  members  were 
welcomed  into  the  Society.  New  bylaws  have  been 
prepared  and  will  become  effective  as  of  January 
1981.  The  Society  will  have  a modern  structure  and 
will  be  better  able  to  serve  the  members  and  the 
community. 

Joel  R.  Temple,  M.D. 

President 

Kent  County  Medical  Society 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  County  Medical  Society  is  proud  to  report 
that  we  have  acquired  seven  new  physician  members 
this  year,  12  in  the  past  15  months. 

The  County  Medical  Society  continues  to  support 
the  projects  and  goals  of  the  Sussex  County  Medical 
Society’s  Women’s  Auxiliary  in  its  fund  raising  for 
scholarships  and  grants-in-aid  in  spite  of  the  fact 
that  the  State  Medical  Auxiliary  was  dissolved. 

The  County  Medical  Society  had  three  quarterly 
meetings.  Two  were  scientific  sessions  on  alcoholism 
and  plastic  reconstruction  surgery.  The  last  was  a 
successful  dinner  dance  meeting  which  was  open  to 
friends  in  the  community. 

Palmarin  C.  Francisco,  M.D. 

President 

Sussex  County  Medical  Society 

(The  report  was  filed.) 

REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

The  highpoint  of  the  activities  of  the  Delaware 
Academy  of  Medicine  in  1980  was  the  celebration  on 
February  8-10  of  the  5 0th  anniversary  of  its  found- 
ing. The  celebration  began  with  a reception  and 
opening  of  an  exhibit  at  the  Delaware  Historical  So- 
ciety on  Friday  evening.  An  all-day  program  was 
held  on  Saturday,  February  9,  at  the  Academy,  with 
a very  impressive  roster  of  speakers.  The  day’s  fes- 
tivities culminated  with  a gala  banquet  at  the  Hotel 
du  Pont,  featuring  Dr.  Isaac  Asimov  as  the  main 
speaker.  The  following  day  an  exhibit  of  works  of 
art  from  the  collections  of  our  members  was  opened 
in  the  Downtown  Gallery  in  the  Bank  of  Delaware 
building.  This  weekend  of  activities  was  very  well 
attended  and  supported  by  the  members. 

On  March  31,  1980,  the  Academy  inaugurated  a 
Tel-Med  program  as  a public  service  to  the  commun- 
ity. The  first  phone  call  was  placed  by  Governor 
P.  S.  du  Pont,  IV.  Tel-Med  has  been  extremely  well 
received  by  the  public.  More  than  2,3  00  calls  were 
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received  in  the  first  month.  Eleven  health-related 
agencies  were  co-sponsors.  This  has  now  been  more 
than  doubled  by  new  organizations  which  will  co- 
sponsor tapes  pertaining  to  their  specific  services  in 
the  community.  Present  plans  are  to  obtain  funding 
for  a central  number  which  could  be  used  anywhere 
in  the  state,  making  the  Tel-Med  service  available  to 
all  Delawareans.  A listing  of  all  the  available  tapes 
will  be  published  in  the  1981  Northern  Delaware 
Telephone  Directory. 

The  Academy  Library  has  continued  to  serve  both 
its  members  and  the  public.  Mrs.  Gail  Gill,  librar- 
ian, was  appointed  a member  of  the  Mid-Eastern 
Regional  Medical  Library  Services  Committee  on  re- 
source sharing.  The  Library  was  featured  in  an 
article  in  the  Mid-Eastern  Regional  Medical  Library 
newspaper  in  November  1979. 

The  dining  room  of  the  Academy  was  extensively 
remodeled  during  the  summer  and  converted  to  a 
conference  center. 

The  sale  of  the  Wawaset  Street  properties  was 
completed  and  these  houses  were  subsequently  torn 
down.  Seven  luxury  townhouses  are  planned  by  the 
developer  for  this  site. 

A Betsy  Zurkow  Brown  Memorial  Fund  to  be 
used  for  educational  purposes  was  established  in 
February. 

The  Calendar  of  Medical  Meetings  has  continued 
to  be  published  and  distributed  to  members  of  the 
medical  and  dental  professions,  the  staff  of  the  Dela- 
ware hospitals,  institutions,  agencies,  and  individuals. 
The  total  distribution  is  approximately  1,600  copies. 

The  Annual  Infectious  Disease  Symposium  was  held 
at  the  Academy  in  May  for  the  17th  year.  This 
conference  is  co-sponsored  by  the  Academy.  Once 
again,  attendance  was  at  capacity. 

The  11th  Annual  Warren  Lecture  was  held  on 
November  14.  It  was  also  well  attended  by  health 
professionals  in  the  community. 

The  4th  Annual  Hoopes  Lecture  was  held  on 
March  21,  1980.  The  speaker  was  Dr.  Malcolm  A. 
Lynch,  from  the  University  of  Pennsylvania. 

The  Student  Financial  Aid  Committee  distributed 
over  $40,000  in  loans  to  22  medical  and  dental 
students  for  the  1980-81  academic  year.  The  Com- 
mittee also  distributed  the  DIMER  awards  to  the 
Delaware-Jefferson  students.  $91,000  was  awarded 
to  these  students  this  year. 

The  Delaware  Academy  of  Medicine,  in  particular 
the  Library,  requests  the  continued  support  and  in- 
terest of  the  medical  community. 

Joseph  W.  Abbiss,  M.D. 

Representative 

(The  report  was  filed.) 


BUDGET  COMMITTEE 

The  Budget  Committee  of  the  Medical  Society  of 
Delaware  met  on  October  20,  1980,  and  approved 
the  balanced  budget  of  $191,057  without  the  neces- 
sity of  an  additional  dues  increase  from  the  member- 
ship. 

The  budget  reflects  12%  increase  in  the  budget 
over  the  fiscal  year  1979-80.  There  is  an  approxi- 
mately 20%  increase  in  the  following  categories: 
printing,  stationery,  telephone,  audit,  subscriptions, 
contributions,  employee  benefits,  and  specifically 
authorized  salary  increases.  There  is  a 3 3.3%  re- 
quested increase  for  the  important  services  of  Ned 
Davis  Associates. 

The  Committee  recommended  that  the  Medical 
Defense  Fund  not  be  funded  this  year  and  that  the 
present  money  in  the  fund  of  approximately  $10,000 


be  placed  in  the  general 

fund  for  withdrawal  if 

needed,  by  authorization  < 

af  the  Board  of  Trustees. 

The  Committee  recognized  the  continued  diligence 

on  the  part  of  the  Executive  Director  and  her  staff 

in  operating  the  Society 

in  an  extremely  efficient 

manner,  allowing  for  a continued  excellent  financial 

picture. 

MEDICAL  SOCIETY  OF  DELAWARE 

BUDGET- 

-1980-1981 

Receipts 

Claims  Review  Panels  

$ 3,600.00 

Dues 

155,457.00 

Dividends  and  Interest 

29,000.00 

Services  

3,000.00 

TOTAL  RECEIPTS 

$191,057.00 

Disbursements 

Office  Personnel 

Employee  Benefits 

$ 11,000.00 

Salaries 

90,378.00 

Employer  Tax 

5,800.00 

Office 

Contribution  to  Academy 

8,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc. 

1&,000.00 

Audit  and  Insurance 

4.800.00 

Service  Contracts/ 

Xerox,  etc.  

7,620.00 

Travel  and  Contingency 

8,300.00 

Committees  and 

Contingency  

7,600.00 

Subscriptions  

860.00 

Contributions /Dues 

1,100.00 

Ned  Davis  Associates 

12,000.00 

Legal  Counsel  

3,568.00 

Liabilities 

'"‘Education  Fund 

$ 3,680.00 

Delaware  Medical  Journal 

Subscriptions  

7,350.00 

Medical  Benevolence 

Del  Med  Jrl,  Jan  1981 — Vol  53,  No  1 


35 


pftojjessionaC  adi/ice 

{ok 

(3/f0^88i0HaCs 


OWN  YOUR  OFFICE  FOR  LESS 
THAN  COMPARABLE  RENTED  SPACE 


• Locate  in  the 
growing  demo- 
graphic heart  of 
New  Castle  County 

• A beautiful,  non- 
institutional  one- 
story  building 

• Own  your  own  office 
without  being  a 
landlord 


• Build  equity 

• Use  after-tax 
dollars  to  your 
greatest  benefit 

• Private  outside 
entrance  to  every 
suite 

• Ample  parking 


The  Prestige  Address  In 
PIKE  CREEK  VALLEY 
Milltown  Road 

3/10  Mile  off  Limestone  Rd.,  Rt.  7 


CALL  US  TODAY 

998-0929  or  995-7011 

We’ll  answer  your  questions  about 
financing,  floor  plans,  and  modifications 


BUILDER 
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Fund  801.00 

TOTAL  DISBURSEMENTS  $191,057.00 


* $2,000.00  donation  from  the  Education  Fund  for 
the  Academy  of  Medicine  Library 
500.00  donation  from  the  Education  Fund  for 
the  Academy  of  Medicine  Calendar 
500.00  donation  from  the  Education  Fund  to  the 
University  of  Delaware  for  the  Society 
sponsored  Continuing  Education  Pro- 
gram in  conjunction  with  the  University 
of  Delaware  and  Jefferson  Medical  Col- 
lege. 

Peter  R.  Coggins,  M.D. 

Chairman 


(The  report  was  adopted.) 


BYLAWS  COMMITTEE 

The  Bylaws  Committee  recommends  the  following 
changes  to  the  House  of  Delegates. 

1)  That  in  Article  VIII,  Board  of  Trustees,  Sec- 
tion 2,  be  changed  from  "the  Trustees  elected 
by  the  component  societies,”  to  "the  Trustees 
elected  by  the  component  societies,  the  num- 
ber of  which  shall  be  one  trustee  per  one 
hundred,  or  fraction  thereof,  of  the  member- 
ship but  not  less  than  two  per  county.” 

2)  That  in  Article  XIII,  Standing  Committees, 
Section  1,  (7)  be  changed  from  "Medical  Ser- 
vices Insurance  Committee”  to  "Medical  Re- 
view Committee”  and  (8)  be  changed  from 
"Medical  Review  Committee”  to  "Medical  Lia- 
bility Insurance  Committee.” 

The  House  of  Delegates,  at  their  1979  meet- 
ing, approved  the  combining  of  the  Medical 
Services  Insurance  Committee  and  the  Medical 
Review  Committee,  with  the  new  committee 
to  be  called  the  Medical  Review  Committee. 

3)  That  Article  XIII,  Section  12,  "Medical  Ser- 
vices Insurance,”  be  deleted  and  a new  Section 
12  be  added:  "Medical  Review  Committee.” 
"The  Medical  Review  Committee  consists  of 
not  less  than  five  elected  members  appropriately 
apportioned  among  the  counties.  The  Com- 
mittee shall  concern  itself  with  formulating 
contractual  arrangements  between  physicians 
and  all  providers  of  medical  insurance.  Its 
duties  shall  include  but  not  be  limited  to  re- 
view and  approval  of  any  new  medical  plan  to 
be  offered  to  subscribers  prior  to  implementa- 
tion; investigation  of  any  proposals  for  regula- 
tion of  fees  for  health  services  and  recommen- 
dation to  the  Board  of  Trustees  of  mechanisms 
for  dealing  with  such  proposals;  investigation 
of  and  recommendation  on  any  insurance  car- 
rier proposals  for  making  claims  processing 
more  efficient.  The  Medical  Review  Committee 
shall  also  review  and  recommend  resolution  of 


differences  in  regard  to  a proper  professional 
fee  for  services  rendered;  and  consider  such 
other  things  which  may  properly  be  referred 
to  it  by  the  Board  of  Trustees.” 

4)  That  Article  XIII,  Section  13,  "Medical  Re- 
view Committee,”  be  deleted  and  a new  Sec- 
tion 13  be  added:  "Medical  Liability  Insurance 
Committee.”  "The  Medical  Liability  Insur- 
ance Committee  consists  of  not  less  than  five 
elected  members,  appropriately  apportioned 
among  the  counties.  The  Committee  shall 
concern  itself  with  making  certain  that  all 
qualified  physicians  are  able  to  obtain  adequate 
liability  coverage.” 

C.  Edward  Graybeal,  M.D. 

Chairman 

(The  report  was  adopted  with  the  following  two 
amendments: 

1.  The  last  sentence  in  paragraph  4 shall  read,  as 
recommended  by  the  Reference  Committee, 
"The  Committee  shall  concern  itself  with  all 
aspects  of  medical  liability  insurance  and  risk 
management  with  the  prime  concern  that  medi- 
cal liability  insurance  be  available  to  all  quali- 
fied physicians.” 

2.  The  second  sentence  in  paragraph  3 shall  read 
in  its  entirety,  as  amended  by  the  House,  "The 
Committee  shall  concern  itself  with  such  mat- 
ters as  appropriate  utilization  of  medical  ser- 
vices and  facilities  and  the  appropriate  provision 
of  medical  services  to  the  public  in  a cost  ef- 
fective manner.”) 

JUDICIAL  COUNCIL 

The  Judicial  Council  met  several  times  this  year. 
Two  cases  were  adequately  resolved.  The  Judicial 
Council  hears  only  appeals  which  arise  from  the 
counties’  decisions. 

The  Council  recognizes  the  importance  of  good 
communication  between  physician  and  patient.  Both 
physician  and  patient  benefit  when  questions  and 
problems  are  resolved  as  quickly  and  carefully  as 
possible.  In  almost  all  cases,  areas  of  concern  on  the 
part  of  the  patient  can  and  should  be  addressed  by 
the  treating  physician.  The  relatively  few  matters 
which  cannot  be  resolved  by  the  parties  involved  are 
referred  to  the  appropriate  county  society. 

The  Judicial  Council  is  also  responsible  for  inter- 
preting the  bylaws,  resolutions,  and  rules  of  the  So- 
ciety and  interpreting  and  ruling  upon  all  questions  of 
an  ethical  nature  that  may  confront  the  House  of 
Delegates  or  any  other  board  or  committee  of  this 
Society. 

Marvin  H.  Dorph,  M.D. 

Chairman 

(The  report  was  filed.) 
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MEDICAL  ECONOMICS  COMMITTEE 

There  were  no  meetings  of  the  Medical  Economics 
Committee  held  this  year. 

Recently  there  have  been  several  inquiries  about 
disability  income  insurance  coverage  after  the  age 
of  6 5.  There  are  a number  of  physicians  still  prac- 
ticing in  the  state  whose  disability  income  insurance 
has  been  terminated  because  they  reached  the  age  of 
6 5.  The  Chairman  of  this  Committee  and  the  Execu- 
tive Director  are  exploring  the  possibility  of  insurance 
coverage  after  the  age  of  65  and  also  the  possibility 
of  office  overhead  protection  in  this  age  group.  We 
are  in  the  process  of  contacting  insurance  carriers  and 
brokers  and  also  other  medical  societies.  It  will 
probably  be  necessary  to  call  a meeting  of  the  Medical 
Economics  Committee  when  sufficient  information 
is  received. 

The  Chairman  of  this  Committee  will  continue  to 
solicit  new  programs  that  will  improve  the  disability 
income  coverage  that  the  Medical  Society  now  has. 
To  date  there  have  been  no  programs  submitted. 

No  other  matters  came  before  the  Committee  this 
year. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

(The  report  was  filed  with  a recommendation 
being  forwarded  to  the  Board  of  Trustees  for  con- 
sideration of  restructuring  the  Committee  and  merg- 
ing it  with  another  committee  with  a more  appropri- 
ate quantitative  name.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  met  three  times 
during  this  last  year.  The  topics  discussed  included 
the  following:  A petition  from  the  private  practi- 
tioners of  radiology  for  increased  compensation  to 
offset  the  increasing  costs  of  film  containing  silver; 
the  proper  level  of  remuneration  for  physicians  acting 
as  surgical  assistants;  a petition  from  the  Delaware 
Society  of  Internal  Medicine  for  an  alteration  in  the 
method  of  coding  the  discharge  date  of  a hospital 
patient;  setting  of  a code  and  fee  level  for  the  per- 
formance of  a new  procedure  (the  use  of  the  flexible 
sigmoidoscope) ; and  lastly  a dispute  between  the 
Plan  and  a member  of  the  Society.  This  dispute  in- 
volved the  payment  of  a standard  dollar  amount  for 
a specific  code  in  an  instance  where  the  treatment 
was  extremely  simple  despite  the  fact  that  this  par- 
ticular code  carried  a high  dollar  value. 

In  addition  to  the  work  of  the  full  Committee, 
two  subcommittees  met  frequently.  One  subcom- 
mittee worked  with  representatives  of  Blue  Shield 
at  the  time  of  the  yearly  recomputation  of  fees.  This 
Committee  was  required  to  react  to  the  Blue  Shield 
proposal  that  because  of  the  President’s  wage  and 
price  guidelines,  the  Plan  would  be  unable  to  imple- 


ment the  full  amount  of  the  fee  increases  requested 
by  some  specialties.  Although  the  Medical  Review 
Committee  made  it  clear  to  Blue  Shield  that  we  did 
not  believe  it  proper  for  us  to  negotiate  with  them 
on  this  issue,  we  thought  that  the  members  of  the 
Society  would  accept  their  decision  on  this  matter. 

A second  subcommittee  met  several  times  to  study 
the  so-called  "equity  issue.”  This  is  the  term  used 
to  address  an  alleged  disparity  between  the  level  of 
insurance  payments  from  specialty  to  specialty  or 
from  physician  to  physician.  The  Committee  found 
this  an  extremely  difficult  matter  to  deal  with,  since 
deciding  what  constitutes  equity  is  almost  invariably 
a matter  of  opinion.  It  must  be  conceded  that  no 
recommendation  of  this  study  group  has  been  actually 
implemented  during  this  past  year.  However,  con- 
siderable ground  work  has  been  done,  and  the  coming 
year  may  actually  see  implementation  of  some  of  our 
suggestions. 

As  the  Medical  Review  Committee  looks  to  the 
coming  year,  we  must  recognize  that  some  of  the 
defects  of  our  current  health  insurance  system  which 
have  been  apparent  for  many  years  may  become  so 
pressing  that  they  can  no  longer  be  ignored.  The 
threat  of  nationalization  of  the  health  insurance 
function  (socialized  medicine)  has  been  with  us  for 
many  years  and  there  is  increasing  talk  of  alternate 
delivery  systems  (HMOs).  If  there  is  to  be  some 
reshaping  of  the  methods  by  which  health  care  insur- 
ance is  financed,  surely  the  Medical  Review  Com- 
mittee specifically  and  our  Society  generally  must  give 
consideration  to  the  most  fundamental  questions 
which  face  us:  Do  we  believe  that  health  insurance 
coverage  should  be  further  broadened  or  do  we 
believe  that  health  insurance  is  already  excessively 
comprehensive?  Do  we  urge  our  public  to  seek  ex- 
pansion of  their  benefits  or  do  we  recommend  that 
their  interests  will  be  better  served  if  the  individual 
will  assume  a greater  measure  of  responsibility  and 
control  over  his  health  care  expenses. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation 
that  the  State  Society  promptly  start  an  education 
program  for  its  members  regarding  alternative  forms 
for  delivery  of  medical  care,  such  as  HMOs  and 
IPAs.) 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

One  meeting  of  the  State  Peer  Review  and  Pro- 
fessional Evaluation  Committee  was  held  on  October 
2,  1980.  I should  point  out  that  meetings  have 
been  held  on  a monthly  basis  in  one  county  and  on 
an  as-needed  basis  in  the  other  two  counties. 

The  Committee  discussed  a physician  who  was 
admitting  people  to  the  hospital  without  proper 
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diagnosis  and  who  also  kept  them  hospitalized  when 
it  was  not  indicated.  (The  physician  was  identified 
by  DELRO  in  an  audit.)  It  was  the  feeling  of  the 
Committee  that  physicians  at  the  county  level  ought 
to  be  able  to  respond  to  complaints  about  physicians, 
and  if  the  county  society  does  not  respond,  then 
other  statewide  committees  ought  to  act. 

The  Board  of  Trustees  agreed  that  the  Committee 
should  explore  means  to  establish  a formal  line  of 
communication  with  the  hospitals  and  appropriate 
Society  committees  when  their  goals  are  the  same. 

Jane  C.  Straughn,  M.D. 

Chairman 

(The  report  was  adopted  with  the  following  cor- 
rection by  the  chairman  of  the  committee.  Para- 
graph 3:  "The  Committee  requests  that  the  Board  of 
Trustees  explore  means  to  establish  a formal  line  of 
communication  with  the  hospitals  and  appropriate 
Society  Committees  when  their  goals  are  the  same.”) 

PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the 
official  record  the  program  arranged  for  the  Annual 
Meeting  of  the  Medical  Society  of  Delaware  on  No- 
vember 15,  1980: 

9:15  HAZARDS  IN  DIAGNOTIC  REASON- 
a.m.  ING 

Donald  M.  Berwick,  M.D.,  Associate  Direc- 
tor of  Research,  Harvard  Community  Health 
Plan;  Instructor,  Pediatrics,  Harvard  Medi- 
cal School 

10:00  THE  ENDORPHINS:  ENDOGENOUS 

OPIATES  AND  MORE 
Charles  Inturrisi,  Ph.D.,  Professor  of  Phar- 
macology, Cornell  University  Medical  Cen- 
ter 

11:15  THE  NEW  GENETICS 

Daniel  Nathans,  M.D.,  Director,  Department 
of  Microbiology,  The  Johns  Hopkins  Uni- 
versity School  of  Medicine;  Nobel  Prize  for 
Medicine,  1978 

12:3  0 DIET  AND  DISEASE— WHAT  SHOULD 
p.m.  WE  EAT? 

David  Kritchevsky,  Ph.D.,  Associate  Direc- 
tor, The  Wistar  Institute,  Philadelphia 
2:00  SEALS,  DOLPHINS,  AND  DIVING 

Sam  H.  Ridgway,  D.V.M.,  Ph.D.,  Veterinary 
Medical  Officer,  Naval  Ocean  Systems  Cen- 
ter, San  Diego 

2:45  FLIGHTS  OF  THE  IMAGINATION:  AL- 
BATROSS AND  SOLAR  CHALLENGER 
Richard  J.  Woodward,  E.  I.  du  Pont  de  Ne- 
mours & Co. 

Suggestions  for  topics  for  next  year’s  meeting  will 
be  welcomed  by  the  incoming  President. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 


PUBLIC  AND  PROFESSIONAL  EDUCATION 
COMMITTEE 

This  past  year  the  Public  and  Professional  Educa- 
tion Committee  has  concerned  itself  with  the  de- 
velopment of  a number  of  forms. 

The  Board  of  Trustees  approved  the  attached  form 
on  which  to  request  approval  of  educational  programs 
for  Category  I credit. 

The  Board  of  Trustees  also  approved  a Medical 
Society  of  Delaware  Site  Survey  form  for  the  use  of 
surveyors  on  a Site  Survey  Team.  Tentative  approval 
was  given  pending  further  review  and  actual  field 
trial  of  the  forms.  (See  attached  form.) 

The  following  action  of  the  AMA  House  of  Dele- 
gates, July  1980,  implemented  a moratorium  on 
mandatory  continuing  medical  education. 

RESOLVED,  That  the  American  Medical 
Association  request  the  cooperation  of  all 
specialty  societies  and  state  medical  societies 
in  supporting  a moratorium  on  all  addi- 
tional mandatory  continuing  education  or 
any  mandatory  re-examination  of  recertifi- 
cation programs,  pending  evidence  of  their 
effectiveness  in  upgrading  the  competence 
of  physicians. 

The  Committee  is  in  the  process  of  developing  a 
form  suitable  for  a preliminary  paper  survey  prior  to 
the  actual  site  visit  survey  for  an  institution  or  or- 
ganization seeking  accreditation. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  filed.) 

REQUEST  FOR  CATEGORY  I CREDIT 

Sponsored  By:  

Name  of  Institution 


Address 

Length  of  Program:  (Credit  Hours  Requested) 

Planned  By  (Committee) : 

Person  to  Contact:  

Phone  Number 
Program  Objective  (s) : 

Presentation  of  new  material 
Update  (state  of  the  art) 

Changing  pattern  of  practice 
Other 

(Program  must  be  relevant  to  medical  practice, 
and  predominantly  for  attending  staff  to  qualify  for 
Category  I Credit) 

Type  of  Program: 

. ....  Lecture  Panel  discussion 

Case  presentation  Other 

Film 

Title:  


(The  report  was  adopted.) 
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ESTABLISHED 
DOCTOR'S  OFFICE 

• EXCELLENT  LOCATION 

• DESIGNED  FOR  MEDICAL/PROFESSIONAL 
PRACTICE 

• APPROXIMATELY  1250  SQUARE  FEET  IN 
GARDEN  COMPLEX 

Fairfield  Apartments 

OFF  ROUTE  896 

NEWARK,  DELAWARE 

731-5493  or  368-2015 


Speaker  (s):  

Date:  

Time: 

Place:  

Number  of  People  expected  to  attend:  

Attendings:  

Residents: 

Other: 

Registration  Fee: 

Maximum-minimum  Fee  (if  any) 
Method  of  Program  Evaluation  (each  teaching  pro- 
gram should  be  evaluated  at  least  every  six  months). 
Method  of  evaluation  can  be  immediate  questionnaire, 
pre-  and  post-test,  periodic  questionnaire  (see  ex- 
ample) . 

MEDICAL  SOCIETY  OF  DELAWARE 
SITE  SURVEY  FORM 
(FOR  USE  OF  SURVEYORS) 

I.  A.  Date  of  survey:  

B.  Survey  Team: 

1.  Chairman  

Address  

2.  

Address  

3 

Address 


C.  Names  and  positions  of  person  interviewed 
during  survey: 

II.  Comments  by  team  regarding  curriculum 
development: 

A.  Based  on  breadth 

B.  Based  on  depth 

C.  Self-felt  needs  of  learners 

D.  Faculty  perceived  needs  (of  new 
knowledge) 

III.  Program  presentation (s) 

A.  Team  comments  on  program  presentation: 

B.  FORMAL  CME  ACTIVITIES 
OBSERVED: 

1.  Number  observed  by  survey  team  

2.  Title  of  each  activity  observed  and  time 
spent  in  each: 

3.  Brief  description  of  each  observed  CME 
formal  activity: 

C.  Team  comments  on  facilities  and  learning 
aids: 

D.  Opinion  of  content  and  quality  of  instruc- 
tion: 

E.  Special  comments  about  observed  formal 

CME  activities,  such  as,  unique  and  inter- 
esting ideas,  concepts,  procedures,  methods, 
standards,  research  components,  relation- 
ship of  people  and  institutions,  follow-up, 
measurement  of  performance: 

F.  Are  attendance  records  available  for  at 

least  three  years  following  the  formal  CME 
activities Yes  No 

IV.  Evaluation: 

A.  Critique  evaluation  methods  used: 

(Please  supply  comments  of  participants) 
SUMMARY: 

A.  Particular  strengths  of  program: 

B.  Particular  weaknesses  of  program: 

C.  General  quality  of  overall  program: 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  bi-monthly  in  the 
first  six  months  of  1980. 

The  Committee  studied  71  separate  pieces  of  pro- 
posed legislation  bearing  directly  or  indirectly  upon 
the  health  of  the  citizens  of  Delaware.  Fifty-two 
of  these  bills  originated  in  the  House  and  19  in  the 
Senate.  The  Committee  recommended  approval  of 
23  bills,  opposition  to  34,  and  that  no  action  be  taken 
on  14. 

A detailed  report  of  the  fate  of  the  bills  of  particu- 
lar interest  may  be  found  on  pages  43  8 and  439  of 
the  Delaware  Medical  Journal,  August  1980,  Volume 
5 2,  Number  8. 

The  Committee  would  like  to  thank  the  staff  for 
the  very  strong  support  it  has  given  the  Committee. 

Stephen  M.  Hanson,  M.D. 

Chairman 

(The  report  was  filed.) 
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PUBLICATION  COMMITTEE 

With  its  December,  1980  issue,  Volume  52  of  the 
Delaware  Medical  Journal  will  have  been  completed. 
During  this  past  year,  54  authors  were  represented 
in  our  scientific  articles  and  special  reports.  Thirty 
papers  were  published,  including  14  written  by  phy- 
sicians in  practice  or  in  training  in  Delaware. 

New  members  of  the  Editorial  Board  appointed 
during  1980  include: 

Katherine  L.  Esterly,  M.D. 

Mark  John  Granada,  M.D. 

Alfred  Lazarus,  M.D. 

Ruben  A.  Teixido,  Jr.,  M.D. 

Retiring  members  include: 

Carl  I.  Glassman,  M.D. 

George  F.  Mclnnes,  M.D. 

Herman  Rosenblum,  M.D. 

Richard  H.  Sherman,  M.D. 

The  services  of  all  of  the  Editorial  Board  and  of  our 
other  numerous  consultants  as  well  as  the  continued 
arduous  attention  of  the  office  staff  of  the  Medical 
Society  of  Delaware  are  gratefully  acknowledged 
and  deeply  appreciated. 


Physicians  with  an  interest  in  writing  book  reviews 
or  other  manuscripts  for  the  Journal  are  invited  to 
let  us  know  their  interests.  Critical  comments  in 
the  form  of  letters  to  the  editor,  editorials,  or  more 
informally  to  any  of  the  editorial  staff  are  always 
welcome. 

Robert  B.  Flinn,  M.D. 

Chairman 

(The  report  was  filed.) 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Total  Receipts 

Year  Ended 
12-31-79 
$32,394.00 

1-1-80 — 
10-1 5-80 
$33,914.90 

Total  Disbursements 

31,640.00 

31,337.93 

Excess  Revenue  over 
Expenditure 

754.00 

2,576.97 

Savings  Account  No.  1 

12,074.85 

10,000.00 

Savings  Account  No.  2 

40.70 

1,043.00 

Due  to  General  Fund 

3,203.00 

2,504.73 

Current  Fund — Unrestricted 
Statements  of  Revenues  and  Expenses 

Year  Ended  December  3 1 Increase 
Revenues:  1979  1978  (Decrease) 

Advertising  $23,448  $22,774  $ 674 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  tENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U  S. A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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Interest  

679 

767 

(88) 

Subscriptions  . ... 

8,2  67 

7,089 

1,178 

32,394 

30,630 

1,764 

Expenses: 

Copyright 

registration 

250 

250 

Depreciation  

71 

— 

71 

Insurance 

225 

225 

— 

Miscellaneous 

40 

104 

(64) 

Payroll  taxes 

553 

535 

18 

Photographs 

— 

35 

(35) 

Postage 

894 

1,038 

(144) 

Printing 

18,832 

15,620 

3,212 

Professional 

fees 

600 

550 

50 

Proofing  fees 

586 

— 

586 

Salaries  

9,019 

8,857 

162 

Travel  

570 

— 

570 

31,640 

26,964 

4,676 

EXCESS  REVENUES 
OVER  EXPENSES  $ 754  $ 

3,666 

$(2,912) 

Anne  Shane  Bader 
Business  Manager 

(The  report  was  filed.) 


COMMITTEE  FOR  THE  IMPAIRED 
PHYSICIAN 

The  Committee  has  had  no  formal  activity  this 
past  year.  The  special  hotline  has  not  been  used. 

A mailing  of  the  brochure  describing  the  purpose 
of  the  Committee  has  netted  no  response. 

Since  there  has  been  no  activity,  no  Committee 
meetings  have  been  held. 

The  Chairman  has  been  consulted  for  informal  ad- 
vice occasionally.  The  Chairman  is  aware  of  one 
physician  who  is  in  treatment  outside  the  purview 
of  the  Committee. 

Despite  the  inactivity  of  the  Committee,  it  is 
recommended  that  it  be  kept  intact  for  possible  ser- 
vice during  the  coming  year. 

Calvin  B.  Hearne,  M.D. 

Chairman 

(The  report  was  filed.) 

COMMITTEE  TO  MONITOR  HEALTH 
PLANNING 

The  Committee  to  Monitor  Health  Planning  is 
composed  of  those  physicians  who  serve  on  the  Dela- 
ware Health  Council,  the  Statewide  Health  Coordi- 
nating Council,  the  Joint  Plan  Development  Com- 


mittee, the  Subarea  Advisory  Councils,  and  the  vari- 
ous task  forces  which  are  organized  to  develop  the 
Health  Plan  for  Delaware 

This  past  year  39  physicians  participated  in  health 
planning  activities  which  included  certificate  of  need 
and  project  review  and  plan  development.  A Health 
Plan  for  Delaware  1980-1985  was  developed  to  ad- 
dress the  health  care  needs  of  Delaware  citizens. 

Throughout  the  year  health  planning  activities 
have  been  monitored  by  the  Executive  Committee 
and  the  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  through  our  participating  physicians  and 
Society  staff.  Participation  is  time  consuming,  but 
it  is  important  that  the  viewpoint  of  the  physician 
be  included  in  proposals  which  are  being  made  for 
community  and  individual  health. 

A new  activity  for  health  planning  agencies  this 
year,  Appropriateness  Review,  offers  physicians  fur- 
ther opportunity  for  participation  in  health  planning. 
Appropriateness  Review  involves  examination  of  ex- 
isting institutional  health  services  which  entail  annual 
operating  expenses  of  at  least  $75,000.  Appropriate- 
ness is  to  be  viewed  in  terms  of  availability,  accessi- 
bility, acceptability,  cost,  continuity,  and  quality, 
using  adopted  criteria.  The  Medical  Society  of  Dela- 
ware and  physicians  as  individuals  will  have  the  op- 
portunity to  help  develop  the  criteria  to  be  used  in 
these  reviews.  I hope  that  many  of  you  will  offer 
input  in  this  area. 

Although  the  Health  Plan  in  theory  reflects  state 
and  local  needs,  Federal  requirements  for  plan  con- 
tent are  extensive  and  growing.  One  consequence  of 
this  has  been,  I think,  a division  within  the  physician 
community  as  providers  compete  for  the  right  to 
deliver  certain  health  care  services.  This  problem 
has  been  noted  in  other  parts  of  the  country. 

An  important  area  which  is  likely  to  be  addressed 
in  health  planning  locally  in  the  near  future  will  be 
consideration  of  alternative  modes  of  health  care  de- 
livery, eg,  HMOs,  IPAs.  Developments  in  this  area 
merit  attention  and,  possibly,  the  formulation  of  a 
policy  so  that  the  Medical  Society  of  Delaware  will 
be  prepared  for  any  eventuality. 

Charles  M.  Smith,  M.D. 

Chairman 

(The  report  was  adopted.) 

CULTURAL  AND  HISTORICAL  COMMITTEE 

The  Cultural  and  Historical  Committee  of  the 
Medical  Society  of  Delaware  did  not  meet  this  year. 

Carl  I.  Glassman,  M.D. 

Chairman 

(The  report  was  filed.) 
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ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE  COMMITTEE 

The  Environmental,  Public  Health,  and  Venereal 
Disease  Committee  met  four  times  over  the  past  year. 
A topic  discussed  by  this  Committee  was  the  forma- 
tion of  a Bureau  of  Radiation  Health  for  the  State 
of  Delaware.  Our  Committee  supported  the  creation 
of  such  a Bureau  and  this  was  later  also  supported 
by  the  Board  of  Trustees  of  the  Medical  Society  of 
Delaware. 

Other  topics  discussed  throughout  the  year  were 
the  incidence  of  tuberculosis  and  sexually  transmitted 
disease  in  the  State  of  Delaware  and  the  problem  of 
disposing  of  nuclear  waste  products.  In  regard  to 
this  latter  topic,  the  Committee  intends  to  proceed 
along  with  experts  in  the  field  to  update  our  knowl- 
edge as  well  as  the  knowledge  of  physicians  in  the 
State  of  Delaware  about  this  important  problem  and 
possibly  at  some  point  develop  a platform  to  educate 
the  full  membership. 

It  is  the  suggestion  of  the  Chairman  of  this  Com- 
mittee that  the  status  of  the  Commitee  be  changed 
to  that  of  an  ad  hoc  Committee  rather  than  an  on- 
going special  Committee. 

William  A.  Taylor,  M.D. 

Chairman 

(The  report  was  adopted  and  referred  to  the  Board 
of  Trustees  for  study  concerning  the  implementation 
of  paragraph  3.) 

LIABILITY  INSURANCE  COMMITTEE 

The  Ninth  Annual  report  of  the  Medical  Society 
of  Delaware’s  Aetna  Professional  Liability  Insurance 
Program  noted  that  Delaware  physicians  have  enjoyed 
a stable  rate  level  over  the  past  few  years,  but  because 
of  forces  that  affect  the  cost  of  goods  and  services, 
and  the  fact  that  claims  settlements  have  climbed,  the 
rates  for  the  Primary  Professional  Liability  Insurance 
Program  and  for  the  excess  professional  liability  in- 
surance program  (SCOPE)  will  increase  25%  on 
December  1,  1980.  Rates  for  personal  excess  cover- 
age will  also  increase,  with  the  amount  of  the  increase 
varying  with  the  exposure  of  the  individual  doctor. 

There  has  been  a sizeable  increase  in  the  number 
of  reported  claims  during  the  past  year  (68).  Of 
this  number  of  claims,  one  can  be  considered  to  be 
in  the  catastrophic  category,  although  there  are  sev- 
eral others  requiring  sizeable  reserves.  Total  in- 
demnity reserves  for  open  cases  now  stand  at 
$2,071,098  under  the  Primary  Professional  Liability 
Insurance  Program  as  compared  to  $1,411,790  a year 
ago. 

Of  interest  is  the  fact  that  internal  medicine,  with 
nine  new  cases,  doubled  their  previous  total,  and  gen- 
eral practice,  with  five  new  cases,  increased  their  total 
by  5 0%.  No  specific  reason  for  this  unusual  increase 
has  been  discovered. 


There  were  63  new  lawsuits.  Claim  experience, 
particularly  in  frequency,  is  deteriorating. 

There  has  been  an  upsurge  in  the  number  of  claims 
review  panels  held  this  year,  especially  in  New  Castle 
County.  Dr.  Martin  Gibbs  is  owed  a vote  of  thanks 
for  his  able  handling  of  this  increased  load.  A well- 
deserved  thank  you  also  goes  to  all  those  who  have 
served  on  the  panels,  both  upstate  and  downstate. 

A formal  risk  management  program  has  been  writ- 
ten, and  Dr.  Ali  Z.  Hameli  has  accepted  the  responsi- 
bilities of  Risk  Manager  and  Chairman  of  the  Risk 
Management  Subcommittee  of  the  Liability  Insur- 
ance Committee. 

The  goal  of  the  Risk  Management  Program  is  to 
reduce  the  frequency  of  loss  by  the  identification, 
analysis,  and  evaluation  of  risk-producing  situations 
and  the  selection  and  implementation  of  programs 
designed  to  reduce  such  risks  to  a minimum. 

Only  slightly  more  than  $600  of  the  $17,000 
allotted  for  risk  management  has  been  spent.  The 
funds  paid  to  date  all  refer  to  the  Impaired  Physicians 
Program. 

James  B.  McClements,  M.D. 

Chairman 

(The  report  was  adopted.) 

MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  met  on 
August  19,  1980.  Dr.  Dyer  announced  that  peri- 
natal mortality  continues  to  decline  in  Delaware.  At 
present  there  are  10-11  deaths  per  1,000  five  births 
compared  to  a national  average  of  14  per  1,000  live 
births.  The  decrease  in  perinatal  mortality  was  at- 
tributed to  the  improved  system  of  transport  for 
high  risk  patients  and  babies,  pediatric  intensive  care, 
the  use  of  fetal  monitoring,  and  the  more  liberal  use 
of  C-sections. 

A seminar  on  "Prevention  and  Treatment  of  Pre- 
maturity and  Other  Causes  of  Infant  Death”  was 
held  May  17,  1980,  at  the  Hotel  du  Pont  in  Wilming- 
ton under  the  sponsorship  of  the  Medical  Society  of 
Delaware  in  cooperation  with  the  Delaware  Section, 
American  College  of  Obstetrics  and  Gynecology;  the 
Delaware  Chapter,  American  Academy  of  Pediatrics; 
and  the  Department  of  Obstetrics  and  Gynecology 
and  the  Department  of  Pediatrics,  Wilmington  Medi- 
cal Center.  The  seminar  was  recommended  by  last 
year’s  Maternal  and  Child  Care  Committee  because 
prematurity-immaturity  is  the  leading  cause  of  neo- 
natal deaths  and  stillbirths.  Approximately  100  ob- 
stetricians, pediatricians,  and  family  practitioners 
and  obstetrical  and  pediatric  nurses  attended  the 
seminar.  Dr.  Dyer  served  as  chairman  for  the  pro- 
ject and  Dr.  Meyer  as  co-chairman. 

Topics  presented  at  the  seminar  included: 

• Known  Causes  of  Prematurity,  High-Risk  Preg- 
nancy, and  Their  Treatment 
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• Fetal  Distress 

• Neonatal  Intensive  Care 

• Electronic  Monitoring — Should  All  Labors  Be 

Monitored? 

• Management  of  Premature  Rupture  of  the  Mem- 

branes 

• Regionalization  of  Neonatal  Intensive  Care 

• Trisomy  Translocation  and  Alphai  Fetoprotein 

• The  Preparation  of  Premature  Newborns  for 

Transportation 

• Sudden  Infant  Death  Syndrome 

• Premature  Transport — In  Utero  or  Incubator 

Further  suggestions  for  reducing  neonatal  and  in- 
fant mortality  were  discussed  by  members  of  the 
Committee,  and  the  following  recommendations  were 
approved. 

Recommendation  I:  The  Maternal  and  Child  Care 

Committee  recommends  that 
a more  comprehensive  pro- 
gram of  monitoring  for  Sud- 
den Infant  Death  Syndrome 
be  developed  at  the  Wilming- 
ton Medical  Center.  Once  de- 
veloped, the  program  should 
be  publicized  so  that  moni- 
toring can  be  provided  when- 
ever a pneumogram  is  abnor- 
mal or  if  there  is  any  family 


history  or  even  the  suspicion 
of  SIDS. 

Recommendation  II:  Recognizing  that  continuity 

of  care  is  sometimes  a prob- 
lem for  the  indigent  pregnant 
patient  in  cases  where  the 
State  provides  prenatal  care 
at  a Service  Center  but  the 
obstetrician  on  call  delivers 
the  patient,  the  Maternal  and 
Child  Care  Committee  recom- 
mends that  the  State  consider 
contracting  out  the  care  of 
the  medically  indigent  pa- 
tient. It  was  the  feeling  of 
the  Committee  that  channel- 
ing funds  into  the  purchase 
of  total  obstetric  care  would 
provide  continuity  of  care  for 
the  medically  indigent  pa- 
tient. 

Recommendation  III:  The  Maternal  and  Child  Care 

Committee,  recognizing  that 
funding  for  abortions  for  the 
medically  indigent  has  been  a 
problem  because  of  the  elimi- 
nation of  federal  funds  as  of 
August  11,  1980,  recom- 

mends that  State  funding  be 


THIS  MUST 
BE  HEAVEN! 

The  Professional  Building  at  the  Augustine  Cut- 
Off , is  now  under  new  ownership , and  is  favored 
with  a “we  care”  attitude.  Attractive  Professional  suites  fe*  3 
are  now  available  for  immediate  occupancy.  Ample 
parking.  Conveniently  located  in  an  established  location, 
close  to  three  hospitals . Relaxed , landscaped  setting . Bus  stop 
at  door.  A full  service  facility.  Janitorial  and  security  services 
provided  at  no  extra  cost.  On-premises  superintendent.  Call 
for  special  introductory  offer. 
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provided  for  those  indigent 
patients  who  desire  therapeu- 
tic abortions  but  cannot  pay 
for  them. 

Recommendation  IV.  The  Maternal  and  Child  Care 
Committee  recommends  that 
in  the  next  12  months  the 
problem  of  the  abused  infant 
should  be  addressed  by  the 
Committee. 

Recommendation  V:  The  Maternal  and  Child  Care 

Committee  recommends  that 
a "genetics  clinic  and  coun- 
seling” seminar  be  held  in  the 
spring  of  1981  for  physicians 
and  nurses  in  obstetrics,  pedi- 
atrics, and  family  practice. 
The  Committee  feels  that 
sponsorship  and  input  by  the 
Department  of  Obstetrics  and 
Gynecology  at  the  Wilming- 
ton Medical  Center,  along 
with  ACOG  and  the  Dela- 
ware Obstetrics  and  Pedi- 
atrics Societies,  are  important 
to  ensure  a successful  pro- 
gram. 


(The  report  was  filed.) 


Thomas  E.  Dyer,  M.D. 

Chairman 


MEDICINE  AND  RELIGION  COMMITTEE 

Plans  have  been  made  for  the  Tenth  Annual  Prayer 
Breakfast.  The  program  is  as  follows: 

PROGRAM 

OPENING  REMARKS  Charles  L.  Minor,  M.D. 

Chairman,  Medicine  and  Religion  Committee 
Medical  Society  of  Delaware 
WELCOME  Robert  B.  Flinn,  M.D. 

President 

Medical  Society  of  Delaware 
PRAYER  Rev.  Francis  J.  Greene,  O.S.F.S. 

Catholic  Chaplain 
Wilmington  General  Division 
Wilmington  Medical  Center 
BREAKFAST 

HYMN  OF  PRAISE  "Guide  Me,  O Thou 

Great  Jehovah” 
Mr.  Lee  Dettra 
Organist  and  Choir  Master 
First  and  Central  Presbyterian  Church 
MEDITATION 
READINGS 

ANNOUNCEMENTS  Charles  L.  Minor,  M.D. 
CLOSING  PRAYER 

Chaplain  Lynwood  L.  Swanson 
Director,  Department  of  Pastoral  Care 
Wilmington  Medical  Center 


Charles  L.  Minor,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  Committee  submitted  a draft  of  a "privileged 
death”  statute  at  the  request  of  the  Board  of  Trustees 
to  the  Delaware  Bar  Association,  the  American  Medi- 
cal Association,  and  the  Association  of  Delaware  Hos- 
pitals for  comment.  The  public  was  not  favorably 
impressed  with  the  legislation. 

Subsequently,  the  AMA  Model  Brain  Death  Statute 
was  introduced  in  the  Delaware  Legislature  by  Senator 
Robert  Berndt  at  the  request  of  the  Medical  Society 
of  Delaware.  The  proposed  legislation  passed  the 
Senate  but  died  in  the  Committee  in  the  House.  The 
bill  will  be  reintroduced  next  year. 

A relevant  case  under  consideration  by  the  Dela- 
ware Supreme  Court  has  been  referred  to  the  Court 
of  Chancery. 

Martin  Gibbs,  M.D. 

Chairman 

(The  report  was  filed.) 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

In  response  to  the  recent  AMA  resolution  which 
focuses  on  the  problems  of  chronic  mental  patients, 
this  Committee  is  directing  its  attention  to  these 
issues  in  Delaware. 

There  is  a general  consensus  that  the  numerical 
extent  of  the  problem  is  enormous,  but  no  one  seems 
to  know  the  extent  of  its  incidence.  Of  the  1,800 
admissions  to  the  Delaware  State  Hospital,  about  50% 
are  readmissions.  We  do  not  know  how  many  men- 
tally ill  people  are  unidentified  as  patients  but  bounce 
around  through  other  social  or  correctional  systems. 
Nor  do  we  know  the  extent  to  which  these  people 
are  under  care  in  the  private  sector.  We  recognize 
that  some  of  the  chronically  ill  come  to  attention  be- 
cause of  deviant  behavior  and  some  because  they  ex- 
perience distress.  Others  remain  unidentified. 

This  Committee  also  recognizes  that  we  are  limited 
by  the  technical  knowledge  and  the  state  of  the  art 
of  psychiatry.  And  we  cannot  simply  point  a finger 
at  society,  which  does  not  provide  all  the  money  we 
would  like  to  utilize  the  skills  and  know-how  we 
have. 

In  short,  we  cannot  take  meaningful  action  with- 
out better  data  upon  which  to  formulate  a program. 
Therefore,  we  recommend  that  this  Committee  and 
successor  committees  be  assigned  the  responsibility  of 
an  ongoing  study  of  the  problems  of  the  chronic  men- 
tally ill  in  the  State.  We  should  have  permission  of 
the  Society  to  consult  and  call  upon  non-member 
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experts  to  provide  consultative  help  and  to  join  in 
a collaborative  task  force  study. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  referred  to  the  Board  of  Trustees 
for  further  study.) 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  held  four  meetings 
this  year.  The  sports  program  co-sponsored  by  the 
Alfred  I.  du  Pont  Institute  and  the  Medical  Society 
of  Delaware  was  well-received.  Twenty-three  phy- 
sicians and  approximately  90  non-physicians  attended 
the  seminar.  This  year’s  seminar  was  aimed  at  the 
physician.  Participants  were  able  to  take  a look  at  a 
total  sports  program  enabling  physicians  to  predict 
individuals’  sports  health  potential.  The  goal  of  the 
statewide  program  was  to  develop  a unified  examina- 
tion for  preseason  screening.  Because  it  is  difficult 
to  meet  the  needs  of  both  physicians  and  non-physi- 
cians in  the  same  seminar,  two  seminars  are  being 
planned  for  next  year.  The  first,  tentatively  planned 
for  the  late  spring,  will  be  for  physicians.  The  second, 
tentatively  planned  for  the  first  weekend  in  August, 
will  be  for  trainers  and  other  non-physicians  involved 
with  athletes. 

The  Committee  discussed  Resolution  79-5  on  Man- 
datory Seat  Belt  Use  in  Public  Vehicles  from  the  1979 
House  of  Delegates  meeting  of  the  state  Society.  The 
group  concluded  that  safety  belts  would  probably 
not  be  suitable  for  children  because  of  differences  in 
the  sizes  of  students  who  occupy  bus  seats,  their  ac- 
tivity, and  the  necessity  for  an  overseer  to  make  sure 
the  safety  belts  are  properly  fastened.  An  alternative 
measure  for  protection  is  to  have  highback  seats 
padded  on  all  sides.  They  also  found  that  what  is 
really  dangerous  for  the  safety  of  school  children  is 
the  exposed  chrome  in  the  school  bus.  The  following 
motion  was  approved  in  response  to  Resolution  79-5. 

To  promote  school  bus  safety,  the  School 
Health  Committee  recommends  that  the 
Medical  Society  of  Delaware: 

1.  Encourage  further  study  and  improve- 
ment of  school  bus  interior  design  toward 
pupil  safety. 

2.  Endorse  the  school  bus  driver  training 
and  inservice  programs  conducted  by  the 
State  Department  of  Public  Instruction. 

3.  Endorse  public  awareness  programs 
concerning  school  bus  stop  laws  and  pupil 
passenger  conduct. 

4.  Encourage  education  on  the  advan- 
tages of  using  seat  belts  in  passenger  cars, 
since  the  rate  of  injury  is  greater  in  private 
cars  than  in  school  buses. 

In  response  to  the  Board  of  Trustees’  request  for 
consideration  of  a resolution  on  the  health  education 


curriculum  in  schools  it  was  noted  that  there  is  a 
state  program  to  educate  school  children  at  all  levels 
on  drug  and  alcohol  abuse.  The  State  Alcoholism 
and  Drug  Abuse  Bureau  is  mandated  to  train  teachers 
in  these  areas  and  has  contracted  with  DIAL  to  do 
this  in  the  New  Castle  County  School  District.  The 
Bureau  has  a subcontract  for  Kent  and  Sussex  Coun- 
ties. 

The  State  Health  Plan  has  a wide  mandate  for 
alcoholism  programs  for  targeted  groups,  including 
school  children. 

The  following  motion  was  approved  in  response 
to  Resolution  79-7  (Education  on  the  Effects  of  the 
Use  of  Alcohol  and  Controlled  Substances),  referred 
to  the  Committee  by  the  Board  of  Trustees. 

The  School  Health  Committee  recom- 
mends that  the  Medical  Society  of  Delaware 
continue  to  support  a total  health  education 
program  which  includes  education,  as  al- 
ready required  by  State  law,  on  the  effects 
of  the  use  of  alcohol  and  controlled  sub- 
stances. Furthermore,  it  is  recommended 
that  students  of  the  University  of  Delaware 
who  plan  to  be  teachers,  especially  at  the 
elementary  level,  and  those  with  current 
teaching  responsibilities  be  given  the  neces- 
sary background  information  to  carry  out 
this  mandate.  It  was  further  suggested 
that  physicians  can  serve  as  resource  people 
to  help  educators  and  parents  whenever  pos- 
sible. 

The  Board  of  Trustees  reaffirmed  a resolution  passed 
in  1974  by  the  Committee  as  follows: 

Nurses,  with  their  education  and  prepara- 
tion, with  the  application  of  mature  judg- 
ment, and  with  the  consent  of  the  parents, 
may  in  the  application  of  their  duties,  pro- 
vide proprietary-type  medications  for  minor 
medical  problems. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  adopted.) 

AD  HOC  COMMITTEE  ON  AGING 

I believe  there  is  a need,  once  again,  to  have  a 
Committee  on  Aging.  I am  concerned  about  improv- 
ing the  quality  of  life  for  our  increasingly  aging 
population. 

Accordingly,  over  the  past  year  I have  very  closely 
observed  the  efforts  of  the  Trustees  of  the  Nemours 
Foundation  and  the  public  lawyers  from  Delaware 
and  Florida  to  reach  a settlement  of  their  litigation 
which  would  be  in  the  best  interests  of  all  the  bene- 
ficiaries of  Mr.  du  Pont’s  trust.  The  element  of  this 
agreement  that  I am  most  interested  in  is  the  agree- 
ment by  the  Trustees  to  begin  to  expend  money  for 
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the  elderly.  The  agreement  provides  that  the  Trus- 
tees of  the  Foundation  formulate  a plan  for  provid- 
ing charitable  benefits  to  elderly  residents  of  Delaware 
with  medical  infirmities.  It  is  my  understanding 
that  the  Trustees  have  agreed  to  spend  $6  million 
before  December  31,  1981,  and  that  a clinic  that  will 
dispense  free  eyeglasses  and  provide  free  dental  care 
to  the  State’s  elderly  is  in  the  planning  stage.  As  to 
whether  this  is  the  wisest  expenditure  of  these  funds 
remains  to  be  seen. 

I invited  Dr.  Leighton  E.  Cluff,  Executive  Vice 
President  of  the  Robert  Wood  Johnson  Foundation, 
to  come  to  Wilmington  to  present  his  ideas  for  aging 
programs  that  could  be  used  in  Delaware. 

Dr.  Cluff  reported  that  those  at  the  Robert  Wood 
Johnson  Foundation  believe  there  are  many  splendid 
ideas  for  aged  programs,  but  the  problem  is  cost.  If 
the  Medical  Society  of  Delaware  wants  an  aged  pro- 
gram, Dr.  Cluff  advised  the  Committee  members  to 
seek  out  an  adequate  source  to  support  and  evaluate 
such  programs.  He  pointed  out  that  what  is  neces- 
sary is  a better  idea  on  what  the  needs  of  the  aged 
are. 

Dr.  Cluff  told  the  Committee  that  one  need  the 
Robert  Wood  Johnson  Foundation  is  aware  of  is  the 
problem  of  discharging  patients  without  knowing 
their  functional  problems.  He  encouraged  giving 
more  attention  to  the  fundamentals  such  as  bending, 
walking,  lifting,  and  carrying  objects.  In  this  way 
physicians  could  find  out  the  functional  capabilities 
of  the  aged  and  give  them  the  support  they  need. 
The  Robert  Wood  Johnson  Foundation  could  work 
with  the  Society  if  it  could  come  up  with  a unique 
idea;  Dr.  Cluff  stressed  that  the  Robert  Wood  John- 
son Foundation  supports  only  programs  that  show 
cost  effectiveness. 

It  is  my  hope  that  this  Committee  will  move  for- 
ward in  a positive  way  to  benefit  the  elderly. 

Robert  B.  Flinn,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation 
that  the  Committee  be  broadened  to  include  appropri- 
ate representation  from  the  general  public,  including 
the  elderly  and  other  such  interested  groups  and  that 
the  Ad  Hoc  Committee  on  Aging  become  a Special 
Committee.) 

AD  HOC  COMMITTEE  ON  THE 
ALFRED  I.  DU  PONT  INSTITUTE 

The  Society’s  Ad  Hoc  Committee  met  with  repre- 
sentatives of  the  Alfred  I.  du  Pont  Institute  as  has 
been  done  in  the  past. 

Dr.  Dean  MacEwen  reviewed  the  plans  for  the  new 
hospital,  which  will  have  180  new  beds  and  cost  more 
than  $100,000,000. 


I feel  that  the  meeting  was  quite  helpful  and  should 
set  the  stage  for  meetings  on  a regular  basis. 

Robert  B.  Flinn,  M.D. 

Chairman 

(The  report  was  filed.) 

AD  HOC  COMMITTEE  ON  NUCLEAR 
ENERGY  AND  SAFETY 

There  was  nothing  to  report  this  year  from  the 
Ad  Hoc  Committee  on  Nuclear  Energy  and  Safety. 

Leslie  W.  Whitney,  M.D. 

Chairman 

(The  report  was  referred  to  the  Board  of  Trustees 
for  further  study.  It  was  the  feeling  of  the  Reference 
Committee,  having  heard  considerable  testimony  from 
several  people  who  came  before  the  Committee  con- 
cerning events  in  nuclear  energy  and  safety  in  the 
surrounding  areas  of  New  Jersey  and  Pennsylvania, 
that  the  Society  is  relatively  uninformed  concerning 
these  events.  It  was  suggested  that  greater  liaison 
be  established  among  the  Radiation  Authority  of  the 
State  of  Delaware,  the  Radiation  Advisory  Council  of 
the  State  of  Delaware,  and  the  Medical  Society  of 
Delaware  through  this  Ad  Hoc  Committee  on  Nu- 
clear Energy  and  Safety.) 

AD  HOC  COMMITTEE  ON 
PRISON  HEALTH  CARE 

The  Ad  Hoc  Committee  on  Prison  Health  Care 
did  not  meet  this  year.  A trip  to  the  Delaware  Cor- 
rectional Institution  in  Smyrna  is  planned,  and  at 
that  time  the  medical  facility  will  be  reevaluated. 

Richard  H.  Morgan,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation 
that  there  should  be  more  activity  by  this  Ad  Hoc 
Committee  and  that  the  area  of  responsibility  be  de- 
termined and  clarified.) 

AD  HOC  COMMITTEE  ON  THE 
VOLUNTARY  EFFORT 

The  Delaware  Voluntary  Effort  Steering  Commit- 
tee set  two  numerical  goals  for  the  eight  hospitals 
in  calendar  year  1980: 

1.  Decelerate  the  rate  of  increase  in  Dela- 
ware inpatient  community  hospital  ex- 
penditures in  1980  by  1.5  percentage 
points  from  the  national  rate  in  1979 
(13.3%  ).  The  goal  is  predicated  on  as- 
sumption of  no  further  increases  in  the 
general  inflation  rate. 

2.  Decelerate  the  rate  of  increase  of  full- 
time employee  equivalents  per  100  daily 
census  (adjusted)  in  1980  from  the  1979 
level. 
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Results  from  the  National  Hospital  Panel  Survey 
Report  through  August  1980  indicate  that  the  Dela- 
ware hospitals  are  meeting  their  goal.  Inpatient  ex- 
penses have  increased  12.44%.  When  adjustment  is 
made  for  the  unexpectedly  high  inflation  rate,  the 
hospitals  are  actually  bettering  their  goal.  The  hos- 
pitals have  done  this  while  at  the  same  time  provid- 
ing care  to  3.3%  more  inpatients. 

The  hospitals  throughout  the  country  have  not 
been  as  successful  at  containing  costs.  Nationwide, 
inpatient  expenses  have  risen  15.5%. 

Results  from  a special  Association  of  Delaware 
Hospitals  survey  indicate  that  the  Delaware  hospitals 
have  been  successful  controlling  full-time  employee 
equivalents,  one  of  the  most  important  expense  fac- 
tors. Hospitals  nationwide  have  also  been  successful 
in  this  respect,  decelerating  the  percent  increase  in 
full-time  employee  equivalents  per  adjusted  census 
from  2.0%  (1979)  to  1.1%  (six  months,  1980). 
Delaware’s  hospitals  held  the  percent  increase  in  full- 
time employee  equivalents  per  adjusted  daily  census 
to  0.59%  in  1979  and  0.76%  through  the  first  six 
months  of  1980. 

Earlier  this  year  a decision  was  made  to  stop  meet- 
ing regularly  with  the  Advisory  Committee  composed 
of  representatives  of  business,  labor,  Blue  Cross/Blue 
Shield,  the  insurance  industry,  etc.,  since  Mr.  Charles 
J.  Richards  from  Blue  Cross/Blue  Shield  and  a Du 
Pont  Company  representative  were  the  only  ones  who 
ever  attended. 

Delaware  physicians  continue  to  work  with  the 
Voluntary  Effort  to  reduce  health  care  costs. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 

NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was 
held  at  the  Delaware  Academy  of  Medicine  on  Octo- 
ber 15,  1980,  to  consider  positions  to  be  filled  for  the 
year  November  1980  through  November  1981. 

The  following  nominations  were  made: 

President-Elect — Rafael  A.  Zaragoza,  M.D. 

Vice-President — Edgar  R.  Miller,  Jr.,  M.D. 

Secretary — Joseph  F.  Kestner,  Jr.,  M.D. 

Treasurer — Peter  R.  Coggins,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine — Joseph  W.  Abbiss,  M.D. 

FOR  STANDING  COMMITTEES 

Budget  Committee 

Olin  S.  Allen,  II,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Peter  R.  Coggins,  M.D. 

Thomas  E.  Dyer,  M.D. 

Christos  S.  Papastavros,  M.D. 


Bylaws  Committee 

Daniel  A.  Alvarez,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

John  J.  Egan,  M.D. 

Christos  S.  Papastavros,  M.D. 

Dene  T.  Walters,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Joseph  A.  Arminio,  M.D. 

Robert  T.  Beattie,  M.D. 

Ben  Corballis,  M.D. 

Joseph  A.  Elliott,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

Garth  A.  Koniver,  M.D. 

George  S.  Lerman,  M.D. 

Pierre  L.  LeRoy,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Gary  M.  Owens,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Jae  K.  Park,  M.D. 

Robert  J.  Scacheri,  M.D. 

Thomas  C.  Scott,  D.O. 

Medical  Review  Committee 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

Gustave  K.  Berger,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Thomas  E.  Dyer,  M.D. 

John  J.  Egan,  M.D. 

Palmarin  C.  Francisco,  M.D. 

Edward  M.  Goldenberg,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

Peter  J.  Mette,  M.D. 

Mustafa  Oz,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Thomas  C.  Scott,  D.O. 

Ignatius  J.  Tikellis,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Leslie  W.  Whitney,  M.D. 

Program  Committee 

Henry  R.  Cowell,  M.D. 

Lanny  Edelsohn,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Mustafa  Oz,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Public  and  Professional  Education  Committee 

Daniel  A.  Alvarez,  M.D. 
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Elizabeth  Craven,  M.D. 

William  H.  Duncan,  M.D. 

Karim  Eid,  M.D. 

Jack  Gelb,  M.D. 

Carl  I.  Glassman,  M.D. 

Mark  J.  Granada,  M.D. 

O.  Keith  Hamilton,  M.D. 

James  Hofford,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Kyo  A.  Kim,  M.D. 

E.  Wayne  Martz,  M.D. 

Peter  J.  Mette,  M.D. 

Jose  C.  Pamintuan,  M.D. 

Yogish  A.  Patel,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 
Stephen  R.  Permut,  M.D. 

James  R.  Reamer,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Shivdev  Singh,  M.D. 

J.  Jordan  Storlazzi,  M.D. 

Jane  C.  Straughn,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Dene  T.  Walters,  M.D. 

John  S.  Wills,  M.D. 

Public  Laws  Committee 

Robert  Abel,  Jr.,  M.D. 

Charles  Allen,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Robert  W.  Buckley,  M.D. 

V.  Terrell  Davis,  M.D. 

Edward  S.  Dennis,  M.D. 
Christopher  R.  Donoho,  Sr.,  M.D. 
William  H.  Duncan,  M.D. 

Alan  B.  Evantash,  M.D. 

Edward  F.  Gliwa,  M.D. 

Stephen  M.  Hanson,  M.D. 

Ali  Z.  Hameli,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Jeffry  I.  Komins,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Howard  Lovett,  M.D. 

James  R.  McNinch,  M.D. 

Allston  J.  Morris,  M.D. 

Jose  Pamintuan,  M.D. 

Edward  F.  Quinn,  III,  M.D. 
Emanuel  M.  Renzi,  M.D. 

Barbara  B.  Rose,  M.D. 

Gerald  J.  Savage,  M.D. 

Herman  Wing,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Publication  Committee 

William  J.  Holloway,  M.D. 
Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 

Francis  P.  Parker,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

P.  John  Pegg,  M.D. 


INDUSTRIAL  PHYSICIAN 

• IMMEDIATE  OPENING 

• STAFF  POSITION 

• LOCATED  IN  WILMINGTON,  DELAWARE 

• EXPERIENCE  PREFERRED 

• EXCELLENT  FRINGE  BENEFITS 

• MULTI-SHIFT/WITH  A TOTAL  OF  FOUR 
REGISTERED  NURSES,  TWO  ON  EACH 
SHIFT 

• FORTUNE  500  COMPANY 

• EQUAL  OPPORTUNITY  EMPLOYER 

If  interested  in  further  information,  contact: 

MEDICAL  SOCIETY  OF  DELAWARE 
1 925  Lovering  Avenue 
Wilmington,  Delaware  19806 

(302)  658-7596 


William  A.  Taylor,  M.D. 

Judicial  Council 

Anthony  L.  Cucuzzella,  M.D. 
three-year  term 

Nominees  for  Board  of  Medical  Practice 

New  Castle  County  (one  vacancy) 

David  J.  King,  M.D. 

Jeffry  I.  Komins,  M.D. 

Leonard  P.  Lang,  M.D. 

E.  Wayne  Martz,  M.D. 

Charles  L.  Reese,  III,  M.D. 

New  Castle  County  (one  vacancy) 

Ali  Z.  Hameli,  M.D. 

Harry  J.  Repman,  M.D. 

Dene  T.  Walters,  M.D. 

Henri  F.  Wendel,  M.D. 

Leslie  W.  Whitney,  M.D. 

Sussex  County  (one  vacancy) 

Daniel  A.  Alvarez,  M.D. 

Thomas  E.  Dyer,  M.D. 

C.  E.  Graybeal,  M.D. 

Harvey  E.  Mast,  M.D. 

Anis  Saliba,  M.D. 

Robert  W.  Frelick,  M..D 
Chairman 
John  H.  Benge,  M.D. 
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I.  Favel  Chavin,  M.D. 
Harvey  E.  Mast,  M.D. 
Joel  R.  Temple,  M.D. 

(The  slate  was  adopted.) 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 
DELAWARE  DIVISION,  INC. 

Research 

The  University  of  Delaware  has  received  renewal 
of  an  American  Cancer  Society  grant  to  fund  the 
continuing  research  of  Roberta  F.  Colman,  Ph.D., 
Professor  of  Chemistry.  Dr.  Colman’s  project  in- 
volves the  development  and  evaluation  of  new  purine 
nucleotide  alkylating  agents.  The  amount  of  Dr. 
Colman’s  grant  is  $67,410. 

Over  the  year  just  ended,  an  ACS  grant  in  the 
amount  of  $40,000  was  used  to  extend  basic  research 
into  cancer-related  problems. 

Professional  Education  Committee 

During  the  1979-80  fiscal  year,  cancer  education 
programs  were  provided  for  3,000  health  care  pro- 
fessionals in  Delaware.  The  majority  of  these  pro- 
grams were  made  possible  through  the  volunteer 


efforts  of  members  of  the  Nursing  Advisory  Com- 
mittee and  the  Professional  Education  Committee. 

Special  grants  from  the  local  American  Cancer 
Society  enabled  a number  of  professionals  to  increase 
their  knowledge  and  skills  in  the  area  of  cancer  care. 
Five  student  nurses  from  the  University  of  Delaware 
participated  in  an  eight-week  work  study  program 
in  cancer  nursing  at  the  Wilmington  Medical  Center. 
One  medical  student  from  Jefferson  Medical  College 
participated  in  a work  study  program  at  Kent  General 
Hospital  and  a nurse  from  Nanticoke  Hospital  at- 
tended enterostomal  therapy  school.  In  addition, 
the  continuing  Medical  Education  Program  of  the 
University  of  Delaware,  Jefferson  Medical  College, 
and  the  Medical  Society  of  Delaware  was  funded  in 
the  amount  of  $1,200. 

The  Cancer  Society  has  continued  to  provide  cur- 
rent cancer  information  to  professionals,  through 
complimentary  mailing  of  CA-A  Cancer  Journal  for 
Clinicians  and  through  subsidization  of  the  cost  of 
cancer-related  periodicals  in  state  medical  libraries. 

Service  and  Rehabilitation  Committee 

The  Delaware  Division  does  not  have  sufficient  re- 
sources to  pay  for  hospitalization,  medical  fees,  or 
radiation;  however,  the  Society  is  able  to  offer  some 
type  of  assistance  to  almost  any  patient  who  contacts 
it.  Services  were  provided  through  offices  located 
in  Dover,  Georgetown,  Wilmington,  Newark  and 
Wilmington-Fourth  Street.  In  1979-80,  787  patients 
were  provided  with  some  type  of  services.  A total 
of  150  people  were  provided  with  transportation.  The 
following  services  were  also  provided:  rehabilitation, 
195;  loan  and  gift,  196;  drugs,  106;  laboratory  fees, 
14;  nursing  visits,  12;  dressings,  32;  and  home  health 
care,  38. 

Public  Education  Committee 

During  the  past  year,  our  Public  Education  Cojn- 
mittee  has  accomplished  much  throughout  the  State. 

At  the  Delaware  State  Fair,  over  5,000  people 
(many  of  whom  do  not  ordinarily  receive  health  edu- 
cation) saw  films  and  were  informed  about  good 
health  habits  and  the  importance  of  regular  checkups. 
Literature  on  breast  self-examination  and  how  to  quit 
smoking  were  given  out,  as  well  as  information  on 
all  major  sites. 

A cooperative  program  on  BSE  was  instituted  with 
the  General  Division,  Wilmington  Medical  Center. 
New  mothers  are  offered  programs  (including  films, 
teaching  models,  and  literature)  on  how  to  examine 
their  breasts  prior  to  their  discharge  from  the  hos- 
pital. 

Approximately  15  complete  "Stop  Smoking”  pro- 
grams were  held  in  New  Castle  County,  providing 
help  for  over  100  smokers  in  their  efforts  to  quit 
smoking. 

We  are  pleased  to  report  that  over  98,000  Dela- 
ware school  children  saw  our  films  and  filmstrips, 
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units  on  good  health  habits,  and  the  hazards  of  smok- 
ing. 

Public  Information  Committee 

The  Public  Information  Committee  of  the  Division 
had  the  responsibility  of  communicating  with  the 
public  at-large.  In  1 979  the  Committee  produced 
the  Great  American  Smokeout.  The  event  is  generally 
thought  to  be  responsible  for  a heightened  awareness 
of  the  dangers  of  smoking.  In  addition,  the  Com- 
mittee supports  all  other  efforts  of  cancer  control  by 
providing  the  public  with  information  about  the 
Society  and  its  programs. 

Grassroots  Productions 

A new  program  to  create  awareness  of  the  cancer 
problem  in  the  minority  population  has  made  good 
progress  during  its  first  year  of  operation.  In  all, 
117  education  programs  have  been  held.  A total  of 
7,365  young  people  and  adults  have  been  reached 
with  cancer  education.  Nearly  all  of  the  young  people 
reached  were  reached  by  programs  conducted  outside 
the  classroom.  More  and  better  utilization  of  patient 
services  have  also  resulted  from  the  Grassroots  Pro- 
ject. In  all,  nearly  300  minority  volunteers  have 
become  involved  in  this  pioneering  effort.  To  date, 
over  $6,000  has  been  raised  by  the  volunteers  involved 
in  the  program. 

Robert  L.  Meckelnburg,  M.D. 

Liaison 

(The  report  was  filed.) 

AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

This  past  year  major  strides  were  taken  to  better 
inform  the  public  about  diabetes.  Through  the  for- 
mation of  our  Dover  chapter  we  are  beginning  to 
generate  the  interest  needed  within  our  membership. 

A professional  workshop  entitled,  "Helping  Others 
Learn  to  Live  with  Diabetes”  was  held  October  16-25 
for  nurses  and  dietitians  involved  in  teaching  diabetic 
patients.  It  was  co-sponsored  by  the  American  Dia- 
betes Association,  Delaware  Affiliate,  the  Wilmington 
Medical  Center,  the  Delaware  Dietetic  Association, 
and  the  Continuing  Education  Program,  College  of 
Nursing,  University  of  Delaware. 

Our  detection  programs,  located  at  16  laboratories 
throughout  Delaware,  continued  to  be  well-attended. 
We  were  also  able  to  send  ten  children  to  Camp  Fire- 
fly, a camp  for  diabetics  in  Pennsylvania. 

Current  membership  included  110  professional  and 
375  lay  persons.  Both  of  these  figures  are  disap- 
pointingly low.  Physicians  and  their  patients  alike 
may  benefit  from  the  services  available  through  the 
Delaware  Affiliate  and  are  urged  to  contact  the  or- 
ganization for  membership  information. 

Thomas  F.  Celello,  M.D. 

Liaison 
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The  “State  of  the  Art”  in 
home  security  systems — 


PACIFIC  COAST  LABORATORIES 


• Here  is  a security  system  that  will 
protect  you  against  fire  and  burglary 


• Automatically  turns  on  lights 

• Protects  you  inside  and  outside 
home  or  business 

• Wireless,  no  need  for  expensive 
extra  wiring 

• Take  it  with  you  if  you  move 

• Can  notify  your  neighbors 

• Can  warn  you  if  anyone  (child,  pet, 
or  intruder)  has  entered  or  fallen 
into  your  swimming  pool 

• Approved  by  the  Federal  Communi- 
cations Commission 

• 24  hour  central  station  monitoring 
available 

Now,  for  the  first  time,  a professional  security 
system  for  houses,  mobile  homes,  apartments, 
small  businesses  and  shops 

Dual  channels  alert  you  or  a central  station  to 
any  intrusion  or  fire  on  your  premises  24 
hours  a day,  even  in  a power  failure 

Call  today  for  a demonstration 

BAYSIDE  DISTRIBUTORS 

762-3550 


(The  report  was  filed.) 
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AMERICAN  HEART  ASSOCIATION 
OF  DELAWARE 

The  following  is  a summary  of  the  programs  and 
activities  of  the  American  Heart  Association  of  Del- 
aware for  the  year  ending  June  3 0,  1980: 

— Local  and  national  research  grants  totaled 
$3  1,5  5 0. 

— 6,242  individuals  were  certified  or  maintained 
certification  in  Basic  Cardiac  Life  Support.  348 
instructors  were  certified  or  maintained  certi- 
fication as  BCLS  instructors. 

— 5 26  physicians,  nurses,  and  hospital  personnel 
were  certified  as  providers,  instructors,  or  af- 
filiate faculty  in  Advanced  Cardiac  Support. 

— The  Association  continued  to  be  very  active 
in  promoting  the  implementation  of  mobile 
advanced  life  support  ambulance  service,  par- 
ticularly in  New  Castle  County. 

— The  22nd  Annual  David  Flett  duPont  Memorial 
Lecture  was  given  by  Robert  S.  Eliot,  M.D.,  of 
the  University  of  Nebraska  Medical  Center.  He 
spoke  on  "Stress  and  Cardiovascular  Disease.” 

— Two  programs  on  hypertension  were  presented 
to  nurses  — "Hypertension  Management:  A 
Nursing  Perspective”  and  "Hypertension: 
What  Is  It?” 

— Modern  Concepts  of  Cardiovascular  Disease  and 
Current  Concepts  of  Stroke  were  mailed  to 
physicians  on  a regular  basis. 

— The  Association  also  supported  the  Tel-Med 
system;  a cardiac  shelf  at  the  Academy  of 
Medicine  and  Beebe  Hospital;  the  establish- 
ment of  exercise  fitness  courses;  and  the  Con- 
tinuing Medical  Education  for  Physicians  pro- 
gram. 

— Patient  education  materials  were  provided  to 
all  physicians  on  request. 

On  behalf  of  the  Association,  I wish  to  express 
our  appreciation  for  the  continuing  support  of  the 
medical  community. 

Paul  C.  Pennock,  M.D. 

Liaison 

(The  report  was  filed.) 

CONTROLLED  SUBSTANCES  ADVISORY 
COMMITTEE 

Control  of  Prescription  Drugs 

Methods  of  control  include  monitoring  of  "heavy” 
prescribers,  monitoring  of  multiple  visits  to  the  same 
or  different  prescribers,  a program  to  educate  physi- 
cians not  to  post  their  D.A.  number,  and  callback 
verification  by  pharmacists  doubtful  of  phoned  pre- 
scription orders. 

Amphetamine  Purchases  in  Delaware 

As  this  Committee  has  reported  to  the  Board  of 
Trustees  previously,  Delaware  was  13  th  among  the 


states  in  prescribing  amphetamines  in  1976,  and  40th 
in  the  prescribing  of  methamphetamines.  The  figures 
for  1978,  two  years  later,  show  the  State  of  Dela- 
ware as  fifth  in  the  prescribing  of  amphetamines  and 
11th  in  the  prescribing  of  methamphetamines,  coming 
all  the  way  up  from  40th.  This  indeed  seems  to  be 
quite  an  increase  and  worthy  of  our  attention.  I 
would  like  to  suggest  to  the  Board  of  Trustees,  the 
Executive  Committee,  and  our  Executive  Director 
that  a task  force  or  liaison  committee  be  formed  from 
the  Nurses’  Association,  the  Dental  Society,  the 
Medical  Society,  and  the  Osteopathic  Medical  Society 
to  look  at  the  problem  and  to  come  up  with  definite 
agreements  so  that  everyone  is  acting  in  concert,  in 
better  control  of  these  drugs.  It  is  also  pointed  out 
that  it  would  be  good  if  an  official  statement  could 
be  made  by  each  society  condemning  the  use  of 
amphetamines  except  in  those  rare  medical  instances 
where  needed,  and  pointing  out  that  they  have  very 
little  value  in  the  reduction  of  obesity. 

It  was  suggested  by  the  State  Narcotics  Control 
Officer  that  Pharmacy  and  Medicine  develop  a joint 
policy  on  amphetamine  prescribing  in  Delaware  in 
order  to  curtail  the  amount  of  amphetamine  prescrib- 
ing in  Delaware. 

Legislation 

Two  bills  have  passed  the  House  of  Representatives 
in  Dover:  H.B.  673,  a bill  outlawing  drug  parapher- 
nalia, and  H.B.  909,  the  so-called  "look-alike”  bill, 
which  makes  it  illegal  to  substitute  another  substance 
when  selling  drugs  (eg,  substituting  caffeine  pills 
for  amphetamines). 

Young  people  purchase  what  they  think  is  "speed” 
but  what  actually  is  a "look-alike”  filled  with 
caffeine,  and  the  "high”  is  minimal.  If  these  same 
people  subsequently  increase  the  dosage  for  the  desired 
effect  after  purchasing  the  real  thing,  the  result  may 
be  an  overdose.  There  has  already  been  one  serious 
illness  since  these  look-alike  pills  have  come  into  our 
state. 

The  Advisory  Committee  felt  strongly  that  both 
bills  should  be  passed  by  the  General  Assembly.  It 
was  brought  out  by  one  member  of  the  Committee 
that  the  Medical  Society  of  Delaware’s  Public  Laws 
Committee  had  taken  no  position  on  the  "look-alike” 
bill.  The  Advisory  Committee  encourages  both  the 
Public  Laws  Committee  and  the  Board  of  Trustees 
to  look  at  this  bill  again  and  give  their  full  endorse- 
ment. 

Security  for  Controlled  Substances 

Emergency  medical  kits  for  long-term  care  facili- 
ties should  be  under  separate  lock  and  key  away  from 
other  designated  emergency  drugs,  and  separately 
controlled  with  a second  lock  or  key.  It  was  noted 
that  misuse  of  controlled  substances  does  occur  al- 
ready in  nursing  homes.  There  is  also  no  way  at 
present  to  check  on  nurses  who,  having  been  found 
guilty  of  misuse  and  dismissed  from  a nursing  home, 
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apply  for  a responsible  post  in  another  nursing  home. 
This  will  require  further  regulations  from  the  Divi- 
sion of  Public  Health,  and  all  physicians  in  the  state 
should  be  aware  of  these  regulations  as  soon  as  they 
are  issued. 

In  Delaware  the  records  for  administration  of  all 
controlled  substances  must  be  kept  by  physicians  on 
a daily  log  of  individual  doses  plus  an  entry  in  the 
patient’s  chart  where  these  drugs  are  dispensed  from 
the  physician’s  office.  Inspectors  will  indeed  look  for 
these  things  when  they  monitor  a practice. 

Educational  Resolution  on  Alcohol 

The  Advisory  Committee  then  concerned  itself 
with  the  educational  resolution  concerning  alcohol 
and  asked  where  that  resolution  was  as  far  as  the 
Medical  Society  of  Delaware  is  concerned.  The  House 
of  Delegates  of  the  Medical  Society  in  November 
referred  the  resolution  back  to  the  Board  of  Trustees 
for  further  study  and  action.  The  Board  then  dele- 
gated this  task  to  the  Society’s  School  Health  Com- 
mittee, which  is  still  working  on  its  assignment. 

Physician  Licensure 

The  Advisory  Committee  agreed  that  it  would  be 
advantageous  for  Delaware  to  have  a category  of 
registration  for  non-resident  physicians  whereby  the 
registration  would  be  considered  inactive  until  the 
physician  in  question  indicates  that  he  is  getting 
readv  to  practice  in  Delaware.  This  would  allow 
the  Board  of  Medical  Practice  to  have  some  control 
when  a registration  is  being  changed  from  inactive 
to  active  by  checking  with  the  previous  state  of 
practice  to  see  if  there  has  been  any  problem  with 
the  physician  there. 

I will  be  glad  to  be  available  if  the  Board  wishes 
me  to  participate  in  a discussion  on  any  of  these  issues. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  adopted.) 

COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD  OF  DELAWARE,  INC. 

The  Coordinating  Council  for  the  Handicapped 
Child  of  Delaware,  Inc.,  continued  in  its  role  as  an 
advocate  for  the  handicapped  children  of  Delaware. 
Executive  Committee  meetings  were  held  every  other 
month,  usually  at  the  Alfred  I.  du  Pont  Institute. 

The  highlight  of  the  year  was  the  annual  meeting 
held  May  10,  1980,  at  the  Alfred  I.  du  Pont  Institute. 
The  subject  was  ''Career/Vocational  Training  for  the 
Handicapped:  A Human  Ecological  Approach.”  The 
meeting  was  attended  by  109  persons,  many  of  them 
directors  of  programs  for  the  handicapped  throughout 
the  state.  It  was  felt  that  those  who  attended  learned 
a great  deal  about  what  was  going  on  in  Delaware  in 
the  training  of  the  handicapped  for  vocational  careers. 
It  was  also  felt  the  audience  was  made  aware  of  the 


continuing  need  for  broader  and  better  coordinated 
programs. 

At  the  end  of  the  year,  the  Coordinating  Council 
for  the  Handicapped  Child  of  Delaware,  Inc.,  re- 
ceived a grant  from  a private  foundation  which  will 
provide  for  an  Executive  Secretary.  Applications 
are  being  received  for  this  position  and  we  expect  to 
have  it  filled  before  the  end  of  the  calendar  year. 
With  the  addition  of  an  Executive  Secretary,  we  feel 
the  Coordinating  Council  for  the  Handicapped  Child 
of  Delaware,  Inc.,  will  be  much  more  active  in  the 
future  than  it  has  been  in  the  past  few  years. 

Henry  H.  Stroud,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  CANCER  NETWORK 

This  will  be  a final  report  to  the  Society  since  DCN 
terminated  its  activity  as  a formal  organization  on 
June  3 0,  1980. 

The  Advisory  Board  of  the  DCN,  at  its  Annual 
Meeting  in  December,  1979,  resolved  that  the  present 
structure  of  the  Delaware  Cancer  Network  be  dis- 
solved effective  July  1,  1980,  and  that  all  funded 
and  functioning  programs  existing  at  the  time  be 
transferred  to  the  Wilmington  Medical  Center  after 
appropriate  and  orderly  reorganization.  This  resolu- 
tion was  confirmed  by  the  Executive  Committee  of 
the  Wilmington  Medical  Center  at  its  regular  meeting 
in  February,  and  the  final  meeting  of  the  Advisory 
Board  of  the  DCN  was  held  on  April  21,  1980,  at 
which  time  a reorganization  plan  was  suggested  to 
the  Wilmington  Medical  Center,  which  has  always 
served  as  the  legal  and  fiscal  agent  for  grants  and 
contracts. 

The  reorganization  calls  for  the  elimination  of  the 
bylaws  of  the  Delaware  Cancer  Network  as  an  ad- 
ministrative structure,  the  dissolution  of  the  com- 
mittee structure,  and  the  transfer  of  any  remaining 
staff  members  to  the  Wilmington  Medical  Center. 

Activities  in  cancer  control  at  the  WMC  will  be 
continued  as  the  WMC  Cancer  Program  as  a part  of 
the  Medical/Dental  Staff  structure. 

Although  there  will  no  longer  be  a full-time  direc- 
tor of  cancer  control  activities,  Dr.  Whitney  will 
continue  to  serve  on  a part-time  basis  as  Director  of 
the  WMC  Cancer  Program.  Mrs.  Pauline  Lauer  will 
continue  as  Business  Manager/Administrator  and  will 
work  with  principal  investigators  in  the  development 
of  grant  and  contract  proposals  and  will  be  responsi- 
ble for  the  day-to-day  management  of  programs  and 
budgets.  Other  elements  of  the  WMC  Cancer  Pro- 
gram, the  WMC  Tumor  Registry  under  Dr.  Ruben 
Teixido  and  the  Carpenter  Clinic  under  the  direction 
of  Dr.  Emerson  Gledhill,  will  continue  to  function 
and  to  relate  to  the  Cancer  Committee  of  WMC. 
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At  the  present  time  a number  of  grants  and  con- 
tracts will  continue.  They  include:  (1)  the  Breast 
Screening  follow-up  study  to  follow  a selected  cohort 
of  1,810  women  in  the  Breast  Cancer  Detection 
Demonstration  Project  for  an  additional  five  years, 
(2)  the  Breast  Cancer  Management  Program  follow- 
up, and  (3)  Sera  Program  follow-up. 

The  Breast  Screening  Program  terminated  May  31, 
1980,  and  a final  report  has  been  filed  as  required  by 
the  terms  of  the  Contract.  Copies  of  this  document 
have  been  placed  in  the  libraries  of  the  Affiliated 
Hospitals  and  in  the  Delaware  Academy  of  Medicine 
Library.  Additional  copies  have  been  provided  to  the 
Delaware  Division  of  the  American  Cancer  Society 
and  other  interested  members.  Review  of  this  docu- 
ment may  be  accomplished  by  calling  Mrs.  Lloyd  at 
(302)  428-4815  or  by  visiting  one  of  the  Network 
libraries. 

A number  of  protocol  studies  are  funded  and  will 
continue  under  the  direction  of  Dr.  Robert  Frelick. 
These  included  the  National  Surgical  Adjuvant  Breast 
and  Bowel  Project  (NSABP),  Primary  Breast  Cancer 
Therapy  Groups  Grant,  the  NSABP  Colorectal  Sub- 
contract, the  NSABP  Cancer  Control  Subcontract, 
and  the  Cancer  Leukemia  Group  B (CALGB)  Sub- 
contract. The  Gynecological  Oncology  Group 
(GOG)  Study  will  continue  under  Dr.  William  Slate. 

New  protocol  programs  presented  by  individual 
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principal  investigators  will  be  reviewed  by  the  Re- 
search Committee  and  the  Human  Rights  Subcom- 
mittee of  the  Medical/Dental  Staff  of  the  Wilming- 
ton Medical  Center. 

The  present  cancer  registration  program,  which 
includes  the  operation  of  the  Delaware  Cancer  Re- 
porting Service,  had  been  funded  through  the  Tumor 
Control  Centers  Program  (TCCP)  and  a Grant-in- 
Aid  from  the  State  of  Delaware.  The  Delaware 
Cancer  Reporting  Service  has  contracted  with  the 
State  of  Delaware  to  continue  the  registration  of  pa- 
tients with  malignant  disease  as  required  by  House 
Bill  980.  The  Delaware  State  Registry  will  continue 
under  the  management  of  Ida  Ingold  with  Dr.  Whit- 
ney as  principal  investigator  and  Dr.  Ruben  Teixido 
as  medical  advisor. 

All  local  hospital  tumor  registrars  and  local  tumor 
control  programs  in  affiliated  hospitals  will  be  taken 
over,  funded,  and  managed  by  the  individual  hos- 
pitals. Continuation  of  the  Network  concept  will 
be  accomplished  through  the  Liaison  Fellow  Program 
of  the  Committee  on  Cancer  of  the  Delaware  Chapter 
of  the  American  College  of  Surgeons. 

A core  staff  will  remain  at  the  former  headquar- 
ters of  DCN  at  1202  Jefferson  Street  through  July 
1,  1981,  so  that  an  orderly  transfer  of  responsibilities 
can  be  worked  out  and  distribution  of  printed  ma- 
terials, pamphlets,  and  educational  programs  can  be 
continued  to  preserve  important  elements  of  the  pro- 
gram. Continuation  of  this  part  of  the  educational 
portion  of  the  program  after  July  1,  1981,  will  de- 
pend on  the  availability  of  funds. 

The  help  and  support  given  by  the  Medical  Society 
of  Delaware  contributed  greatly  to  the  success  of  the 
Delaware  Cancer  Network  in  developing  a statewide 
Cancer  Center  Program. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH  (DIMER) 

June  3 0,  1980,  marked  the  completion  of  ten  years 
of  funded  operation  of  the  Delaware  Institute  of 
Medical  Education  and  Research.  DIMER  has  spon- 
sored the  admission  of  a total  of  214  Delawareans 
to  Jefferson  Medical  College,  including  the  class 
which  entered  in  September  1980.  During  this  time 
only  two  have  failed  or  dropped  out.  One  hundred 
thirty-one  have  graduated  and  there  are  81  presently 
studying  at  Jefferson. 

The  DIMER  agreements  created  a close  working 
relationship  between  Jefferson  Medical  College  and 
the  Wilmington  Medical  Center.  Jefferson  students 
are  taught  part  of  each  year  in  Wilmington  and  a 
majority  of  each  class  at  Jefferson  spends  some  time 
at  the  Wilmington  Medical  Center.  The  major  em- 
phasis is  on  teaching  the  full  core  curriculum  at  the 
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third-year  level.  This  year  an  average  of  29  third- 
year  Jefferson  students  are  in  the  Wilmington  Medi- 
cal Center  at  all  times  and  an  additional  ten  fourth- 
year  students  are  here  on  electives.  In  general  these 
students  like  the  Wilmington  Medical  Center  and  feel 
comfortable  here,  so  the  residency  programs  have 
prospered.  This  plus  the  educational  environment 
created  in  Wilmington  has  been  a significant  factor 
in  attracting  hundreds  of  new  doctors  to  Delaware. 

The  number  of  Delawareans  applying  to  Jefferson 
peaked  in  1975  at  93,  settled  down  thereafter  to  an 
average  of  around  70,  but  dropped  precipitously  in 
1977-78  when  the  State  of  Delaware  withdrew  sup- 
port from  the  Wilmington  Medical  Center.  Since 
that  time,  there  have  been  approximately  5 0 applica- 
tions each  year  to  Jefferson  through  the  DIMER 
Program,  and  half  or  more  of  these  are  offered  accept- 
ances to  fill  the  20  places  available  to  Delaware.  The 
entire  program  seems  reasonably  stable. 

E.  Wayne  Martz,  M.D. 

Secretary 

(The  report  was  adopted  with  the  recommendation 
that  the  State  Society  inform  the  legislature  that  the 
Society  would  like  to  see  funding  again  given  to  the 
educational  program  of  the  Wilmington  Medical 
Center.) 

DELAWARE  LUNG  ASSOCIATION 

The  past  year  has  been  an  active  one  for  the  Dela- 
ware Lung  Association.  We  became  involved  in  sev- 
eral new  program  areas  and  also  continued  others  on 
an  on-going  basis. 

Yearly  Programs 

The  Air  Index  Reporting  System,  which  provides 
air  quality  and  health  effects  information  for  the 
citizens  of  Delaware,  celebrated  its  fourth  year  in 
October  1979.  The  air  quality  is  broadcast  on  a 
daily  basis  by  radio  station  WNRK. 

The  five-year-old  pulmonary  function  screening 
program  continues  as  a community  service.  Nearly 
4,300  persons  were  tested  in  1979  at  the  Association’s 


office,  industrial  sites,  schools,  and  public  locations. 
TB  skin  testing  is  also  available  to  the  public  at  our 
office. 

We  supported  the  Medical  Society  of  Delaware’s 
Continuing  Medical  Education  Seminars  for  Physi- 
cians by  sponsoring  two  programs  relating  to  respira- 
tory disease.  Also  we  continued  to  support  the  annual 
Infectious  Disease  Symposium  held  in  May  in  Wil- 
mington for  Delaware  physicians  and  other  interested 
persons. 

The  Delaware  Lung  Association  provides  subscrip- 
tions of  Basics  of  R.D.  to  residents,  interns,  and  nurs- 
ing and  respiratory  therapy  students.  Interested  Del- 
aware physicians  also  receive  subscriptions  to  Clinical 
Notes  on  R.D..  New  editions  of  the  book  Lung  Dis- 
ease, State  of  the  Art — 1978-79  were  presented  to  the 
St.  Francis  Hospital,  Wilmington  Medical  Center,  and 
Academy  of  Medicine  medical  libraries.  Three  new 
slide/ tape  programs  were  selected  and  presented  to  the 
College  of  Nursing,  University  of  Delaware. 

Scholarship  assistance  was  provided  for  three  new 
students  enrolled  in  the  Delaware  Technical  and 
Community  College  respiratory  therapy  course  in 
Georgetown.  DLA  also  provided  a scholarship  for 
one  student  from  the  Respiratory  Therapy  Depart- 
ment at  the  Wilmington  Medical  Center  to  attend 
an  advanced  course  in  respiratory  therapy  at  the  Uni- 
versity of  Chicago.  We  also  sponsored  a therapist 
from  the  Delaware  Division  to  attend  a three-day 
course  at  the  University  of  Pennsylvania.  A research 
grant  supported  a study  entitled  "An  Evaluation  of 
the  Relationships  Among  Facilities,  Services  and  Cur- 
rent Employment  of  Respiratory  Therapy  Personnel.” 

New  Programs 

DLA  and  the  Delaware  Association  for  Respiratory 
Therapy  co-sponsored  a Respiratory  Disease  Seminar 
on  November  2,  1979.  The  seminar  was  designed  for 
health  professionals  who  work  with  patients  with 
respiratory  disease. 

DLA  sponsored  the  1980  Annual  Meeting  of  the 
Eastern  Section — American  Thoracic  Society  on  Sep- 
tember 26-27,  1980,  in  Wilmington. 
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We  have  conducted  two  programs  for  asthmatic 
children  and  their  parents.  The  Family  Asthma  Pro- 
gram is  an  eight-week  class  for  children  between 
ages  7 and  14. 

DLA  has  received  a grant  from  the  state  to  edu- 
cate the  public  about  the  inspection  and  maintenance 
program  for  car  emissions. 

We  have  been  very  active  in  community  programs. 
We  have  participated  in  more  than  12  health  fairs 
and  health  seminars.  DLA  has  sponsored  several 
smoking  cessation  programs  throughout  the  state. 
We  sponsored  ten  tapes  for  the  new  Tel-Med  pro- 
gram. A new  film,  "Charlie  Brown  Clears  the  Air,” 
has  been  extremely  popular  in  the  elementary  schools. 
An  Energy  Bike  Ride  was  held  in  cooperation  with 
the  Delaware  Energy  Office  and  WILM  News  Radio. 
DLA  purchased  a new  film  entitled  "The  Prevention 
Factor”  that  is  being  presented  to  all  senior  centers 
in  Kent  and  Sussex  Counties  by  Bill  Phillips  from  the 
Department  of  Public  Health. 

DLA  conducted  an  educational  campaign  on 
Women  and  Smoking  in  mid-August  and  will  con- 
tinue it  through  the  fall.  The  staff  is  working  with 
the  Delaware  Department  of  Public  Instruction  to 
pilot  two  new  antismoking  programs  for  adolescents 
and  teens. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  POLITICAL  ACTION  COMMITTEE 
DELPAC 

This  important  election  year  has  seen  the  inaugura- 
tion of  the  DELPAC  periodical,  THE  SCALPEL. 
This  should  serve  as  a vehicle  to  enhance  the  political 
awareness  of  the  medical  community  and  highlight 
local  and  national  news. 

DELPAC  meetings  were  held  this  year  in  order  to 
discuss  candidates  who  were  running  in  statewide 
elections  and  in  order  to  determine  which  political 
campaigns  should  receive  contributions.  Although 
72  people  were  members  of  DELPAC,  very  few  of 
our  members  attended  these  meetings;  there  were  six 
sustaining  members. 

This  year  DELPAC  participated  in  a national 
movement  to  encourage  physician  registration  and 
bring  out  the  vote  for  Election  Day  1980.  These  will 
be  crucial  years  for  establishing  the  future  directions 
and  regulation  of  medical  care  in  the  United  States. 
It  will  remain  up  to  our  colleagues  to  become  more 
involved  in  their  own  future  and  the  direction  of 
medicine. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

(The  report  was  filed.) 


DELAWARE  REVIEW  ORGANIZATION 

The  year  1979-80  demonstrated  continued  progress 
in  all  aspects  of  PSRO  activities.  We  have  had  some 
personnel  changes  and  have  recruited  a data  director 
from  a neighboring  PSRO.  Ms.  Carolyn  Lipp,  our 
Executive  Director,  has  done  an  admirable  job  and 
has  provided  a real  lift  to  the  organization.  She  has 
helped  considerably  to  improve  relationships  with  the 
hospital  administrators  and  her  personal  contacts  with 
the  national  leaders  have  kept  DELRO  among  the 
forefront  of  the  nation’s  PSROs. 

The  average  length  of  stay  (LOS)  of  Medicare 
patients  has  declined  from  the  first  quarter  of  1978 
to  the  end  of  1979  by  2.2  days  and  for  Medicaid  pa- 
tients by  1.5  days.  The  number  of  hospital  Medicare 
days  per  1,000  enrollees  has  continued  to  decline  from 
3,603.8  in  1977  to  3,371.8  in  1979.  The  average 
length  of  stay  awaiting  placement  in  skilled  nursing 
facilities  has  declined  from  14  days  in  1978  to  6.6 
days  in  1979.  Corresponding  delays  in  placement  in 
intermediate  care  facilities  decreased  from  6.6  days  to 
1.0  days  (covered  days).  Patient  stays  in  skilled  nurs- 
ing facilities  dropped  from  37.5  to  32.4  days.  The 
average  LOS  for  patients  of  "focused-in”  physicians 
has  also  shown  an  across  the  board  decrease. 

Our  monitoring  activities  have  evolved  from  con- 
current review  to  "focused-in”  review  to  the  latest 
method:  evaluation  of  physician  profiles.  These 
changes  have  been  necessitated  by  cost  restraints, 
but  have  progressively  demonstrated  more  effective- 
ness. The  medical  staffs  of  the  hospitals  are  at  present 
being  informed  of  the  process  and  each  physician  is 
being  given  a copy  of  his  profile  with  the  opportunity 
of  discussing  it.  Physician  acceptance,  so  far,  has 
been  gratifying. 

It  is  most  appropriate  at  this  time  to  commend  the 
members  of  the  Professional  Review  Committee,  An- 
cillary Services  Committee,  Quality  Assurance  Com- 
mittee, Advisory  Committee,  and  Long  Term  Care 
Committee  for  their  yeoman  efforts  and  also  to  the 
supporting  cast  of  DELRO. 

A federal  grant  was  renewed  for  the  coming  year 
to  continue  ancillary  services  review.  A new  com- 
ponent is  review  of  services  performed  in  the  emer- 
gency room  and  duplicated  upon  admission.  An  edu- 
cational program  for  interns  and  residents  concerning 
medical  necessity  of  ancillary  services  is  also  being 
developed. 

DELRO  has  had  an  impact  on  medical  practice. 
Though  most  physicians  in  Delaware  are  members,  it 
is  imperative  that  they  take  an  active  interest  to 
shape,  direct,  and  control  this  organization.  It  is,  at 
this  point,  very  much  a physician’s  organization  and 
should  remain  so. 

Emanuel  M.  Renzi,  M.D. 

President 

(The  report  was  filed.) 
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LEGISLATIVE  SPECIALIST’S  REPORT 

A heavy  influx  of  proposed  legislation  that  would 
have  amended  the  Medical  Malpractice  Act  if  adopted 
made  the  130th  General  Assembly  one  of  the  busiest 
as  far  as  the  Medical  Society  of  Delaware  was  con- 
cerned. 

The  malpractice  act  was  adopted  in  1976  after  be- 
ing drafted  and  recommended  by  a special  commission 
empaneled  by  then  Governor  Sherman  W.  Tribbett 
from  representatives  of  many  segments  of  the  eco- 
nomic, business,  and  professional  communities  of  Del- 
aware. According  to  nearly  all  objective  analysis,  it 
has  worked  very  well  in  preventing  the  cost  of  mal- 
practice insurance  from  getting  out  of  hand  while 
simultaneously  assuring  the  protection  of  patients 
from  faulty  or  inadequate  treatment. 

Many  bills  were  introduced,  mostly  by  Representa- 
tive Joseph  Ambrosino,  Republican  of  the  7th  Dis- 
trict, designed  to  change  virtually  every  aspect  of  the 
malpractice  law  to  make  suits  easier  to  be  heard  and 
adverse  judgments  more  likely  to  be  rendered.  Rep- 
resentative Ambrosino  is  not  seeking  re-election  to  the 
General  Assembly  this  year,  and  it  is  difficult  to  say 
whether  his  package  of  legislation  will  be  re-intro- 
duced. 

Out  of  the  many  introduced,  only  one  bill  dealing 


with  malpractice  was  approved.  That  was  one  mak- 
ing it  possible  for  out-of-state  physicians  living  with- 
in a 75 -mile  radius  of  Dover  to  testify  as  expert 
witnesses.  It  was  felt  this  compromise  to  the  original 
bill,  which  would  have  opened  the  doors  to  testimony 
from  any  physician  licensed  in  the  United  States 
regardless  of  his  place  of  residence,  was  fair  to  every- 
one. 

We  were  successful  in  achieving  enactment  and 
gubernatorial  approval  of  legislation  requested  by  the 
Board  of  Medical  Practice  requiring  physicians  who 
have  not  been  licensed  in  Delaware  for  two  years  to 
obtain  recertification  if  they  choose  to  resume  their 
Delaware  practice. 

The  Board  of  Medical  Practice  also  continued  to 
receive  a modest  but  sufficient  appropriation  in  the 
budget  bill  to  contract  for  outside  services  when  and 
if  the  need  should  arise. 

A bill  authorizing  Delaware  medical  examiners  to 
provide  eye  bank  corneas  from  decedents  to  author- 
ized clinics  or  institutions  was  enacted,  although  it 
may  be  necessary  to  clarify  language  requiring  the 
examiner  "to  make  every  effort”  to  first  get  in  touch 
with  the  next  of  kin. 

Legislation  circulated  by  Representative  James 
Neal  of  Newark  that  would  require  a program  of 
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continuing  education  for  all  physicians,  among  many 
other  professions,  was  never  formally  introduced.  It 
was  felt  by  the  Attorney  General  that  such  a bill 
would  "contravene  the  Provisions  of  the  Medical 
Practice  Act  governing  the  confidentiality  of  hearings 
and  decisions  of  the  Board.” 

A bill  providing  for  a definition  of  death,  intro- 
duced by  Senator  Robert  Berndt,  was  approved  by  the 
Senate  but  ran  into  opposition  from  right-to-life 
groups  in  the  House  and  was  tabled.  The  language 
has  been  incorporated  by  several  other  states  and  is 
recommended  by  the  American  Medical  Association. 
Berndt,  who  is  not  up  for  re-election  this  year  and 
will  thus  be  a member  of  the  131st  General  Assembly, 
maintains  he  will  try  again  in  1981. 

It  was  our  view  that  a bill  which  passed  the  House 
permitting  blood  alcohol  samplings  taken  by  a phy- 
sician rendering  emergency  care  to  be  used  in  criminal 
proceedings  would  open  up  many  uncertainties  about 
the  confidentiality  of  patient-doctor  relationships, 
and  we  were  able  to  keep  it  in  committee  in  the 
Senate. 

We  likewise  opposed  an  Ambrosino-sponsored  bill 
which  provided  for  the  expungement  or  nullification 
of  certain  records  since  it  might  cut  back  on  the 
effectiveness  and  promptness  of  treatment.  The 
measure  passed  the  House  but  was  defeated  in  the 
Senate. 

A well-meaning  but  vague  Ambrosino  bill  to  es- 
tablish a patient  bill  of  rights  remained  in  a House 
committee  throughout  the  session  while  another  that 
would  have  infringed  on  the  physician-patient  rela- 
tionship, H.B.  5 86,  was  enacted  by  the  House  but 
retained  in  the  Senate  Judiciary  Committee. 

By  contrast,  we  vigorously  supported  H.B.  5 5 5 to 
provide  tuition  for  handicapped  persons  under  certain 


circumstances,  and  it  was  overwhelmingly  approved 
in  the  Legislature  and  signed  by  Governor  du  Pont. 

The  General  Assembly  considered,  but  did  not  ap- 
prove in  both  Houses,  a number  of  proposed  statutes 
dealing  with  abortion.  This  was  consistent  with  the 
stand  taken  by  the  Medical  Society  of  Delaware 
through  both  its  Public  Laws  Committee  and  the 
Board  of  Trustees. 

Through  the  Public  Laws  Committee  we  continue 
to  review  a substantial  number  of  bills  introduced 
in  the  Delaware  General  Assembly.  Intensive  re- 
search is  done  upon  many  of  them  to  determine  their 
effect  not  only  upon  the  medical  profession,  but  more 
importantly  upon  the  people  we  serve. 

Ned  Davis 
Legislative  Specialist 

(The  report  was  filed  with  the  following  editorial 
change.  Paragraph  5 should  read,  "We  were  success- 
ful in  achieving  enactment  and  gubernatorial  ap- 
proval of  legislation  requested  by  the  Board  of  Medi- 
cal Practice  requiring  physicians  who  have  not  prac- 
ticed in  Delaware  for  two  years  to  obtain  a reacti- 
vation of  their  license  if  they  choose  to  resume  a 
Delaware  practice.”) 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION 
OF  SOCIAL  SERVICES,  STATE  OF  DELAWARE 

The  Medical  Advisory  Committee  is  appointed  by 
the  Division  of  Social  Services.  It  is  composed  of 
representatives  from  medicine,  dentistry,  optometry, 
nursing,  pharmacy,  hospital  services,  consumers,  con- 
sumer groups,  and  such  others  concerned  with  health 
as  the  Division  feels  is  appropriate  to  provide  the 
Division  advice,  recommendations,  and  assistance  in 
the  formulation  and  administration  of  programs  of 
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medical  and  health  care.  The  Society  is  represented 
by  myself,  Anne  Shane  Bader,  and  Dr.  David  Platt. 
Dr.  David  Levitsky  represents  the  American  Academy 
of  Pediatrics,  Delaware  Chapter. 

During  the  past  year  it  was  agreed  that  an  annual 
report  should  be  submitted  by  the  Department  of 
Health  and  Social  Services  summarizing  the  actions 
taken  on  the  recommendations  made  by  the  Com- 
mittee during  the  year. 

The  Committee  considered  and  recommended  an 
increase  in  fees  for  eye  examinations  for  those  par- 
ticipating in  the  Vision  Care  Program. 

The  Subcommittee  on  Dental  Care  Delivery  has 
been  hard  at  work  developing  a proposal  for  third- 
party  dental  referrals  for  24,000  eligible  children. 
The  Committee’s  final  conclusion  and  recommenda- 
tion is  that  serious  consideration  be  given  to  private 
administration  of  the  Medicaid  Dental  program. 

The  Subcommittee  on  Medicaid  Reimbursement 
addressed  the  inadequacy  of  the  existing  Medicaid 
alternatives  to  accomplish  expansion  of  psychiatric 
services.  The  Committee  made  the  following  recom- 
mendation to  Secretary  Patricia  C.  Schramm:  "That 
the  Medicaid  Mental  Health  Services  be  expanded  to 
include  psychiatric  care  on  a 24  visit  per  year  basis, 
and  such  other  parameters  as  established  by  the  Com- 
mittee.” This  motion  was  based  on  the  consensus  of 
the  Committee  that  Medicaid  recipients  in  need  of 
psychiatric  care  are  discriminated  against  as  opposed 
to  those  recipients  who  need  physical  medical  care 
because  of  the  limited  service  provided  and  access  to 
such  service.  This  group  of  recipients  is  lacking  in 
adequate  mental  care  which  can  result  in  restoring 
normal  mental  health. 

I look  forward  to  the  Committee  becoming  more 
conscious  of  what  its  role  is  during  the  coming  year. 

Robert  Abel,  Jr.,  M.D. 

Representative 

(The  report  was  filed.) 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  (SB AD) 
is  an  organization  consisting  of  parents  of  children 
born  with  spina  bifida  and  related  neural  tube  defects, 
adults  with  this  defect,  and  interested  professionals. 
Its  primary  function  is  to  serve  as  a support  group 
for  parents  from  the  critical  days  of  adjustment  when 
an  affected  child  is  born,  through  the  years  of  medi- 
cal care,  special  education,  socialization,  and  finally 
through  to  the  post-adolescent  period  of  self-care  and 
attainment  of  vocational  goals. 

The  Parent  Outreach  Program  is  conducted  by 
parents  trained  to  deal  with  the  trauma  of  the  birth 
of  a multihandicapped  child.  They  have  experienced 


UNDERSEA  MEDICINE — 

It’s  Not  Your  Everyday  Practice 

Undersea  Medicine  is  one  of  the  unique 
medical  specialties  the  Navy  offers.  With  its 
increased  emphasis  on  underwater  explora- 
tion and  a growing  nuclear  submarine  fleet, 
the  Navy  needs  physicians  to  deal  with  phy- 
siological and  psychological  problems  Navy 
men  face  in  an  underwater  environment. 
CONSIDER  THE  POSSIBILITIES 

Your  experience  and  special  Navy  training 
could  qualify  you  for  Undersea  Medicine  or 
other  rewarding  specialties.  Medical  officers 
and  flight  surgeons  are  needed. 

CONSIDER  THE  BENEFITS 

The  starting  salary  is  at  least  $34,000  per 
year.  You’ll  also  receive  30  days’  paid  vaca- 
tion, total  medical  care,  malpractice  cover- 
age, great  retirement  benefits  and  family 
privileges  attendant  upon  being  a commis- 
sioned officer. 

CONSIDER  THE  OPPORTUNITY 

The  Navy's  a great  place  to  specialize. 
You’ll  work  with  the  best  equipment,  associ- 
ate with  other  highly  motivated  Navy  doctors, 
and  have  the  help  of  a highly  trained  staff 
to  handle  most  of  your  paperwork. 

You  owe  it  to  yourself  to  get  all  the  facts. 
If  you're  a graduate  of  an  American  medical 
school,  send  a resume  to  Robert  S.  Peiser,  Jr., 
Lt.,  Medical  Service  Corps,  U.S.  Navy,  Navy 
Recruiting  District,  Washington,  Presidential 
Bldg.,  Suite  301,  6525  Belcrest  Rd.,  Hyatts- 
ville,  Maryland  20782. 


it  themselves  and  have  empathy  for  those  who  have 
had  similar  crises.  All  health  care  professionals  are 
asked  to  encourage  their  patients  to  seek  this  assist- 
ance. Someone  is  always  available  to  help  at  478- 
5 869.  SBAD  conducts  bimonthly  meetings  which 
usually  consist  of  lectures  or  movies  related  to  this 
complex  birth  defect.  SBAD  members  are  also  in- 
volved in  community  awareness  programs  and  fre- 
quently speak  and  present  slides  or  films  to  civic 
groups  or  schools.  Additional  programs  include 
mothers’  meetings  and  recreational  and  educational 
programs  for  the  children. 

SBAD  is  an  affiliate  of  the  Spina  Bifida  Association 
of  America  (SBAA),  which  is  now  involved  in  a re- 
search project  investigating  the  relationship  of  blood 
type  and  Rh  factors  to  the  incidence  of  spina  bifida. 

SBAD  has  joined  the  efforts  of  SBAA  to  restrict 
the  sale  of  alpha  fetoprotein  (AFP)  reagents  for  the 
prenatal  detection  of  neural  tube  defects.  While  the 
association  supports  mass  screening  and  high-risk 
testing  for  neural  tube  defects,  the  testing  involves 
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very  complex  procedures,  and  it  is  SBAA’s  opinion 
that  only  those  proven  medical  programs  using  all 
follow-up  testing  services  for  all  mothers  as  well  as 
the  highest  quality  controls  in  their  testing  procedures 
should  be  performing  this  screening. 

Testimony  to  this  effect  has  been  given  before  the 
FDA.  This  position  has  been  fully  supported  by  the 
American  Academy  of  Pediatrics,  the  American  Col- 
lege of  Obstetrics  and  Gynecology,  the  National  In- 
stitute of  Health  Task  Force,  and  the  Health  Ser- 
vices Administration  of  HEW.  The  FDA  plans  to 
release  regulations  concerning  the  sale  of  AFP  on 
November  6,  1980. 

For  further  information  on  SBAD  call  Elaine  Col- 
lins, President,  at  475-1681. 

Nina  Steg,  M.D. 

Liaison 

(The  report  was  filed.) 

RESOLUTIONS 

RESOLUTION  80-1 

Whereas,  from  its  beginnings,  doubt  has  been  cast 
on  the  validity  of  chiropractic  as  a healing  science; 
and 

Whereas,  because  of  the  questions  raised  regarding 
the  validity  of  chiropractic,  organized  medicine  has 
avoided  establishing  professional  relationships  with 
chiropractors;  and 

Whereas,  the  lack  of  communication  and  profes- 
sional interchange  between  medicine  and  chiropractic 
has  led  to  controversy  and  costly  litigation  between 
these  two  disciplines;  and 

Whereas,  the  strife  between  medicine  and  chiro- 
practic cannot  be  resolved  except  on  scientific 
grounds;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  Delaware’s  Senators  and  Congressman 
in  Washington  that  the  Secretary  of  the  United  States 
Department  of  Health  and  Human  Services  contract 
with  an  appropriate  agency  to  conduct  a complete 
study  of  chiropractic  to  determine  its  validity  on 
scientific  grounds  and  submit  its  report  to  the  Con- 
gress following  completion  of  the  study. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in 
the  Resolved  the  word  independent  be  added  between 
appropriate  and  agency  and  that  the  resolution  then 
be  adopted. 

The  House  adopted  the  resolution  as  amended. 


RESOLUTION  80-2 

Whereas,  there  exist  physician  representation  on 
statewide  private  organizations,  State  and  Federal 
government  bodies  and  others,  and 

Whereas,  some  of  these  representatives  specifically 
relegate  either  in  letter  or  in  spirit  as  representation 
from  a particular  County  Medical  Society,  and 

Whereas,  these  appointments  are  made  either  by 
the  Medical  Society  of  Delaware  or  from  a list  sub- 
mitted by  the  Medical  Society  of  Delaware;  now 
therefore  be  it 

Resolved,  that  no  nomination  be  made  or  names 
submitted  on  a list  by  the  Medical  Society  of  Dela- 
ware without  the  approval  of  the  President  or  the 
Board  of  Directors  of  the  respective  County  Medical 
Society  if  such  appointment  by  letter  or  custom  or 
spirit  calls  for  a representative  or  representatives 
from  that  particular  County  Medical  Society. 

New  Castle  County  Medical  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  the  fol- 
lowing substitute  for  the  Resolved  and  that  the  reso- 
lution then  be  adopted: 

Resolved,  that  the  State  Society  and  the  component 

County  Societies  respect  the  perogative  of  each  to 

make  nominations  to  government  agencies  or  pri- 
vate organizations. 

The  House  adopted  the  resolution  with  the  substi- 
tute Resolved. 

RESOLUTION  80-3 

Whereas,  the  time  required  to  fulfill  the  obligations 
of  the  office  of  the  President  of  the  Medical  Society 
of  Delaware  is  increasing;  and 

Whereas,  in  order  to  give  proper  attention  to  all 
the  problems,  more  time  is  required  of  the  President; 
and 

Whereas,  the  President  has  unselfishly,  in  the  past, 
donated  this  time  to  the  Society;  and 

Whereas,  it  is  deemed  an  imposition  to  require  such 
contribution  from  the  President;  now  therefore  be  it 

Resolved,  that  an  annual  stipend  for  the  President 
of  the  Medical  Society  of  Delaware  be  instituted  by 
the  House  of  Delegates;  and  be  it  further 

Resolved,  that  this  become  effective  for  the  indi- 
vidual who  assumes  the  presidency  of  the  Medical 
Society  of  Delaware  in  1983. 

John  H.  Benge,  M.D. 
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Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  the  fol- 
lowing substitute  for  the  first  Resolved  and  that  the 
resolution  then  be  adopted: 

Resolved,  that  in  lieu  of  an  annual  stipend  for 
the  President  of  the  Medical  Society  of  Delaware, 
the  President  be  given  a per  diem  allowance  for 
meetings  attended  out  of  the  State  of  Delaware. 
This  per  diem  would  be  on  a daily  basis  and  the 
amount  of  this  per  diem  would  be  decided  yearly 
by  the  Board  of  Trustees  of  the  Medical  Society 
in  consultation  with  the  Budget  Committee  of 
the  Medical  Society. 

The  House  amended  the  second  Resolved  by  chang- 
ing 1983  to  1982.  The  House  adopted  the  amended 
resolution  with  the  substitute  Resolved. 

RESOLUTION  80-4 

Whereas,  the  AMA  is  recognized  by  nearly  all  in 
the  profession  as  the  only  organization  capable  of 
acting  as  an  umbrella,  representing  the  individuals 
and  other  organizations  of  the  medical  profession;  and 


Whereas,  total  membership  in  the  AMA  is  less  now 
than  it  was  a decade  ago,  both  in  total  numbers  and 
as  a percentage  of  the  physician  population;  and 

Whereas,  the  AMA  cannot  continue  to  pursue  an 
aggressive  program  to  represent  the  profession,  pursue 
scientific  excellence,  and  participate  in  insuring  high 
quality  medical  education  with  a decreasing  share  of 
the  physician  population  footing  the  bill;  and 

Whereas,  48%  of  the  Medical  Society  of  Delaware 
membership  belongs  to  the  AMA;  now  therefore  be  it 

Resolved,  that  the  members  of  the  Medical  Society 
of  Delaware  be  strongly  urged  to  maintain  their 
memberships  in  the  AMA;  and  further  be  it 

Resolved,  that  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  implement  a mechanism  to  en- 
courage vigorously  those  members  not  in  the  AMA  to 
maintain  AMA  membership. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in 
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N.O.W.  INTEREST  CHECKING 


Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account. 

That's  what  our  new  N.O.W.  interest 
checking  actount  is  all  about.  With  an 
average  monthly  deposit  of  S500.  your 
Artisans'  N O W.  account  pays  you  5'/.% 
interest  perannum,  compounded  daily  to 
yield  5.47%.  If  your  balance  falls  below 
$500,  there's  a $3.00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations. 
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REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account.  An  average  monthly  minimum 
balance  of  $300  is  required.  If  your 
balance  falls  below  $300,  there's  a $3.00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations. 
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the  second  Resolved  the  word  maintain  be  changed 
to  obtain  and  that  the  resolution  then  be  adopted. 

The  House  adopted  the  resolution  as  amended. 

RESOLUTION  80-5 

Whereas,  there  exists  physician  representation  on 
statewide  private  organizations,  State  and  Federal 
government  bodies  and  others,  and 

Whereas,  some  of  these  representatives  specifically 
relegate  either  in  letter  or  in  spirit  as  representation 
from  the  State  Society,  and 

Whereas,  these  appointments  are  made  either  by  the 
County  Medical  Societies  or  from  lists  submitted  by 
the  County  Medical  Societies;  now  therefore  be  it 

Resolved,  that  no  nomination  be  made  or  names 
submitted  on  a list  by  the  County  Medical  Societies 
without  the  approval  of  the  President  or  the  Board 
of  Trustees  of  the  Medical  Society  of  Delaware  if 
such  appointment  by  letter  or  custom  or  spirit  calls 
for  a representative  or  representatives  from  the  State 
Society. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in 
the  Resolved  the  words  the  President  or  be  deleted  and 
that  the  resolution  then  be  adopted. 

The  House  did  not  adopt  the  resolution. 

(This  resolution  was  not  adopted  because  Resolution 
80-2  as  amended  by  a substitute  Resolved,  which 
addressed  this  issue,  had  earlier  been  adopted  by  the 
House.) 

RESOLUTION  80-6 

Whereas,  the  Delaware  Board  of  Nursing  has  pro- 
posed Draft  No.  1 and  Draft  No.  2 for  IV  therapy 
regulations,  and 

Whereas,  these  regulations  would  establish  the 
precedent  whereby  the  Delaware  Board  of  Nursing  is 
empowered  to  effectively  write  job  descriptions  that 
apply  uniformly  to  RNs  and  LPNs  in  all  practice 
settings,  and 

Whereas,  physicians  view  such  a restriction  on  the 
Board’s  deployment  of  nursing  personnel  as  unaccept- 
ble,  and 

Whereas,  the  Association  of  Delaware  Hospitals 
recommended  to  the  Board  of  Nursing  after  the  is- 
suance of  Draft  No.  1 that  they  reexamine  the  reasons 


that  prompted  the  issuance  of  the  proposed  statement, 
with  a view  towards  documenting  the  need  for  such 
regulations,  the  cost  and  other  significant  ramifica- 
tions of  such  regulations,  and  the  authority  for  issuing 
such  regulations,  and 

Whereas,  Draft  No.  2 does  not  indicate  that  such 
a reexamination  was  undertaken,  and 

Whereas,  the  proposed  regulations  are  without  au- 
thority, and 

Whereas,  the  proposed  regulations  are  not  sup- 
ported by  findings  of  inadequacy  with  existing  prac- 
tices, and 

Whereas,  the  proposed  regulations  do  not  provide 
basis  or  rationale  for  how  patient  care  will  be  im- 
proved, and 

Whereas,  the  proposed  regulations  contain  language 
that  is  vague  and  confusing,  and 

Whereas,  the  proposed  regulations  create  a prob- 
lematic compliance  situation,  and 

Whereas,  the  321  RNs  and  48  LPNs  employed  in 
physicians’  offices  will  be  affected,  and 

Whereas,  the  physicians’  role  in  determining  hos- 
pital policy  on  nursing  practice  will  be  diminished 
to  the  extent  that  hospital  policy  is  dictated  by  the 
Board  of  Nursing,  and 

Whereas,  the  execution  of  the  physicians’  individ- 
ual patient  orders  will  be  restricted  because  of  the 
roles  permitted  to  RNs  and  LPNs  by  the  Board  of 
Nursing,  and 

Whereas,  the  long-term  impact  of  the  proposed 
regulations  is  portentous  for  all  employers  of  RNs 
and  LPNs,  and 

Whereas,  the  members  of  the  Medical  Society  of 
Delaware  could  be  adversely  affected  by  this  regula- 
tory initiative;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  join 
with  the  Association  of  Delaware  Hospitals,  Inc.,  to 
challenge  the  Delaware  Board  of  Nursing’s  proposed 
IV  therapy  regulations,  Draft  No.  2,  including  pos- 
sible litigation  if  necessary. 

Executive  Committee 
Medical  Society  of  Delaware 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  this  resolution. 

The  House  adopted  the  resolution. 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 
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As  a memorial  to  the  members  of  the  Society  who  were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the  names  were  read: 

Ward  W.  Briggs,  M.D. 

Morris  Harwitz,  M.D. 

Richard  J.  Kester,  M.D. 

Winfield  W.  Lattomus,  M.D. 

Peter  D.  Martin,  M.D. 

E.  Harold  Mercer,  M.D. 

Victor  C.  Nah,  M.D. 

Eugene  J.  Szatkowski,  M.D. 


% % tf? 


A MATTER  OF  LIFE 


by  Frank  M.  Levy 


No  pressure.  No  hard  sell.  No  obligation.  Really.  All  I want  is 
an  opportunity  to  show  you  how  effective  life  insurance  can  be  as  a 
financial  tool.  I'm  convinced  that  once  you  realize  that  there’s  more  to 
life  insurance  than  meets  the  eye,  you’ll  be  more  than  happy  to  discuss 
the  possibilities  it  holds  for  you.  It  is  after  all  why  we  call  it  LIFE 
insurance.  Because  that's  what  it's  all  about — LIFE.  It  can  mean  a 
more  fulfilling  retirement.  It  can  mean  a college  education  for  your 
children.  It  can  mean  an  effective  approach  to  estate  planning.  It  can, 
and  does,  protect  you,  your  spouse,  your  children — your  way  of  life. 

It  also  has  far-reaching  implications  for  you  as  a self-employed  pro- 
fessional or  if  you  are  part  of  a professional  corporation. 


As  a professional,  you  can  understand  the  need  for  a professional  approach  to  such  a complex  sub- 
ject. You  owe  it  to  yourself  to  investigate  what  life  insurance  can  mean  to  you.  No  pressure.  No 
hard  sell.  No  obligation.  From  one  professional  to  another. 


You  can  contact  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware  19702.  Or 
call  (302)  731-7350. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

201  Pine  Street 629-5585 

(Toll  Free)  856-3247 


INFORMATION  UPDATE: 

MEDICAL  SOCIETY  OF  DELAWARE 
PICTORIAL  ROSTER 
1981-1982 

The  new  Medical  Society  of  Delaware  Pictorial  Roster  will  be  published  soon. 
All  Medical  Society  of  Delaware  members  have  been  sent  a notice  concerning  the 
new  roster  so  that  they  may  take  this  opportunity  to  notify  the  Society  office  if  any 
changes  are  needed  to  update  their  current  roster  listing.  If  you  missed  previous 
notification,  you  may  use  this  page  to  make  your  roster  changes  known  (mail  to: 
Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware 
19806). 

Please  check  the  following: 

NAME  (please  print)  

OFFICE  ADDRESS (S) 
no  change  needed  .... 

change  as  follows  

OFFICE  PHONE (S) 
no  change  needed  .... 

change  as  follows  * 

HOME  ADDRESS 
no  change  needed  .... 

change  as  follows  

HOME  PHONE 

no  change  needed  .... 

change  as  follows  

MEDICAL  SPECIALTY 
no  change  needed  .... 

change  as  follows 

BOARD  CERTIFICATION  (include  dates  of  certification) 
no  change  needed  .... 

change  as  follows  

If  you  would  like  to  submit  a new  photo,  or  if  your  picture  was  not  previously 
printed,  please  send  a black  and  white,  glossy  print  with  this  form. 


ANNUAL  MEETING  HIGHLIGHTS 


C.  E.  Graybeal,  M.D.  Charles  M.  Smith,  M.D. 


Special  awards  were  presented  to  Drs.  Graybeal  and  Smith  at  the  Annual  Meeting  Banquet 
on  November  14.  Dr.  C.  E.  Graybeal  was  the  recipient  of  the  Society’s  Distinguished  Service 
Award  presented  by  the  President  and  Fellows  of  the  Medical  Society  of  Delaware,  in  recogni- 
tion of  his  outstanding  work  as  a leader  in  the  Medical  Society  of  Delaware,  and  of  his  unswerv- 
ing dedication  to  the  ideals  of  the  profession  of  medicine.  The  President’s  Award  was  presented 
to  Dr.  Charles  M.  Smith  in  recognition  of  his  devotion  to  Society  affairs,  particularly  in  the  area 
of  health  planning. 

Special  citations  were  presented  to  Henrietta  J.  Moore  by  the  President  and  Fellows  of  the 
Medical  Society  of  Delaware  in  recognition  and  appreciation  of  her  outstanding  dedication  to  the 
medical  profession  and  as  an  expression  of  respect  and  affection  for  her  and  to  Dr.  Daniel 
Nathans  in  recognition  of  his  original  and  significant  contributions  to  the  study  of  molecular 
biology  and  his  dedication  to  the  ideals  of  medicine. 


Henrietta  J.  Moore 
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50  YEAR  MEMBERS 


Members  of  the  Medical  Society  of  Delaware  who  have  completed  50  years  in  the  practice  of 
medicine  are  honored  at  the  House  of  Delegates’  luncheon  each  year.  Nine  members  attained  this 
distinction  in  1980.  Plaques  in  honor  of  this  achievement  have  been  presented  to  John  B.  Baker,  M.D., 
Benjamin  F.  Burton,  Jr.,  M.D.,  Donald  F.  Cobum,  M.D.,  Allan  R.  Cruchley,  M.D.,  Robert  F.  Lewis, 
M.D.,  John  W.  Maroney,  M.D.,  James  E.  Marvil,  M.D.,  Stewart  L.  Rankin,  M.D.,  and  Arnold  H. 
Williams,  M.D. 


Allan  R.  Cruchley,  M.D. 


Robert  F.  Lewis,  M.D. 


John  W.  Maroney,  M.D. 
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5 "Book  <~&eview6 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others.  Phy- 
sicians interested  in  contributing  book  reviews  are  invited  to  call  the  Journal, 
658-395 7. 


PRINCIPLES  OF  SURGERY,  3rd  Edition  edited  by 
Seymour  I.  Schwartz,  M.D.,  G.  Tom  Shires,  M.D., 
Frank  C.  Spencer,  M.D.,  Edward  H.  Storer,  M.D., 
McGraw-Hill  Book  Company,  New  York,  1979. 
2124  pp.  Illus.  Price  $54.00. 

Principles  of  Surgery  is  a comprehensive,  gen- 
eral surgical  text  intended  to  provide  a broad 
range  of  information  concerning  the  entire  spe- 
cialty of  surgery.  It  covers  the  field  from  pre- 
operative  evaluation  through  rehabilitation  in  a 
pleasantly  comprehensible  style.  Now  in  its  third 
edition  (first,  1969;  second,  1974),  it  contains 
no  less  than  eight  completely  rewritten  chapters 
dealing  with  metabolism,  endocrinology,  chest 
wall  lesions,  lungs,  and  intra-abdominal  abscesses, 
as  well  as  burns,  shock,  pituitary,  urology  and  a 
summary  of  pediatric  surgery. 

The  work  is  well-referenced  with  each  chapter 
containing  an  index  of  publications  by  experts  in 
clinical  and  basic  scientific  research  relating  to 
that  chapter’s  topic.  The  subject  index  has  more 
than  8,600  entries  which  facilitate  rapid  topical 
reading.  Numerous  superbly  composed  drawings, 
illustrations,  graphs,  charts  and  pictures  highlight 
the  salient  textual  material. 

Seymour  I.  Schwartz,  M.D.,  Professor  of  Sur- 
gery at  the  University  of  Rochester  in  New  York, 
has  supervised  three  associate  editors  and  67  con- 
tributors of  world  renown  and  still  managed  to 
compile  an  informative,  readable  text  which  pro- 
vides a wealth  of  material  in  a format  much  more 
digestable  to  the  practicing  surgeon  and  medical 
student  than  are  the  other  popular  texts  edited 
by  Sabiston  or  Rhoades. 

Overall,  this  book  can  be  highly  recommended 
for  general  background  reading  as  well  as  for  de- 
finitive reference  to  all  physicians  and  surgeons 
regardless  of  specialty. 

Dennis  R.  Witmer,  M.D. 

Dr.  Witmer  is  a second-year  resident  in  the  Department  of  Sur- 
gery at  the  Wilmington  Medical  Center. 

V*  % 

GYNECOLOGY  Principles  and  Practice,  3rd  Edition, 
by  Robert  W.  Kistner,  M.D.,  Year  Book  Medical 


Publishers,  Inc.,  Chicago,  III.,  1979.  802  pp.  Illus. 
Price  $59.50. 

Gynecology — Principles  and  Practice  by  Kist- 
ner, a much  needed  reference  text,  is  a welcome 
additio  _•  to  the  growing  field  of  gynecologic  litera- 
ture. 

The  tremendous  amount  of  new  knowledge 
concerning  gynecology,  oncology,  endocrinology, 
infertility,  and  genetics  can  be  overwhelming  to 
the  busy  practicing  clinician.  This  textbook  ably 
brings  one  up  to  the  present  state  of  the  art  con- 
cerning diagnosis,  physiology,  and  treatment. 

Although  intended  primarily  for  practicing 
gynecologists  and  residents,  other  health  care  pro- 
fessionals would  also  greatly  benefit  from  this 
text. 

I would  recommend  this  book  to  all  OB-GYN 
residents,  practicing  gynecologists,  internists  and 
family  doctors,  and  all  other  physicians  who  ex- 
amine women. 

The  book  is  divided  into  17  chapters,  all  but 
five  of  which  were  written  by  the  author.  The 
other  chapters  are  by  associates  of  Dr.  Kistner 
at  Boston  Lying-In  and,  therefore,  reflect  the  Har- 
vard experience.  All  chapters  are  referenced  with 
up  to  date  material. 

Each  major  organ  of  the  female  genital  tract 
is  discussed  in  detail  with  respect  to  normal  and 
abnormal  anatomy,  physiology,  benign  and  ma- 
lignant changes,  and  up  to  date  accepted  treat- 
ment programs. 

Goldstein’s  chapter  on  gestational  traphoblastic 
disease  is  suberb,  well  referenced  and  current. 
The  chapters  on  the  vulva  and  cervix  are  also  well 
written  and  contain  information  important  and 
helpful  to  the  family  physician  and  internist  who 
routinely  treat  women.  I was,  however,  dismayed 
by  the  almost  total  omission  of  the  colposcope 
and  its  benefits  and  advantages  in  evaluating  the 
abnormal  Pap  smear. 

William  D.  Haberstroh,  D.O. 

Dr.  Haberstroh  is  a senior  resident  in  the  Department  of  Ob- 
stetrics and  Gyncology  at  the  Wilmington  Medical  Center. 
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Speakers  on  Speakers  for  February  1981  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
“Ask  the  produced  by  the  Medical  Society  of  Delaware  are:  February  3,  Charles  A.  Depier, 
Doctor”  D.O.,  Upper  Respiratory  Infection;  February  12,  Marvin  V.  Andersen,  Jr.,  M.D., 
Pre-Natal  Care;  February  17,  Virginia  B.  Clemmer,  M.D.,  Common  Anorectal 
Problems;  February  24,  Steven  L.  Edell,  D.O.,  Ultrasound. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Delaware 

Rehabilitation 

Association 


DEALING  WITH  PAIN  is  the  title  of  a workshop  which  will  be  conducted  on  March 
13,  1981,  by  the  Delaware  Law  School  and  the  Delaware  Rehabilitation  Association 
The  program  fulfills  the  requirements  for  4 credit  hours  of  the  AM  A Gategory  II. 
Topics  to  be  discussed  include  the  legal  implications  of  pain,  the  medical  treatment 
of  pain,  the  psychiatric  treatment  of  pain,  and  the  implications  of  dealing  with  pain. 
For  further  information,  contact:  Maurice  A.  Laplace,  M.A.,  C.R.C.,  147  Timberline 
Drive,  Newark,  Delaware  19711.  Telephone:  (302)  421-6333. 


Need  Assessment  THE  THIRD  NATIONAL  CONFERENCE  ON  NEED  ASSESSMENT  IN  HEALTH 
Conference  AND  HUMAN  SERVICE  SYSTEMS  will  be  held  March  17-20,  1981,  at  the  Bluegrass 
Convention  Center,  Louisville,  Kentucky.  Areas  to  be  covered  include  alcohol  and 
drug  abuse,  energy,  health  status  models,  housing,  recreation,  and  social  services.  The 
conference  is  being  sponsored  by  the  University  of  Louisville.  For  further  information, 
contact:  Roger  A.  Bell,  Ed.D.,  Associate  Professor,  Systems  Science  Institute,  Uni- 
versity of  Louisville,  Louisville,  Kentucky  40292.  Telephone:  (502)  588-5395  or 
588-6482. 


American  College  The  American  College  of  Radiology  will  hold  the  Nineteenth  National  Conference  on 
of  Radiology  Breast  Cancer,  part  of  a series  of  meetings  designed  to  foster  a true  interdesciplinary 
approach  to  the  diagnosis,  treatment  and  management  of  breast  cancer,  to  be  held 
at  the  Hotel  Del  Coronado,  San  Diego,  California,  March  9-13,  1981.  It  is  being  co- 
sponsored by  the  American  Cancer  Society,  the  College  of  American  Pathologists, 
and  the  Society  for  the  Study  of  Breast  Disease.  The  1981  Conference  will  feature 
a distingcished  faculty  drawn  from  various  disciplines  including  diagnostic  radiology, 
family  practice,  obstetrics  and  gynecoiogy,  pathology,  plastic  and  reconstructive  surgery, 
and  psychiatry.  The  format  features  panel  discussions,  workshops,  a special  symposium 
on  Benign  Breast  Disease,  proffered  papers,  and  a Women’s  Forum  on  Breast  Cancer. 
The  ACR  certifies  this  continuing  medical  education  offering  meets  the  criteria  for 
Category  I for  33  hours.  For  further  information,  contact:  The  American  College 
of  Radiology,  Breast  Cancer  Conference,  6900  Wisconsin  Avenue,  Chevy  Chase,  Mary- 
land 20015. 
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In  Brief 


American  Society 
for  Surgery 
of  the  Hand 


Update  for 
Practitioners 


Eighth  Annual 
Symposium 


Rheumatology 

Update 


The  American  Society  for  Surgery  of  the  Hand  will  hold  courses  dealing  with  Hand 
Rehabilitation  correlated  with  Hand  Surgery  on  March  25-28,  1981,  at  the  Benjamin 
Franklin  Hotel,  Philadelphia,  Pennsylvania;  DIFFICULT  RECONSTRUCTIVE  PROB- 
LEMS IN  HAND  SURGERY,  on  March  28-April  4,  1981,  at  the  Mark  Resort,  Vail, 
Colorado;  and  on  April  5-8,  1981,  DIFFICULT  PROBLEMS  IN  HAND  SURGERY,  at 
the  Hyatt  Hotel,  Indianapolis,  Indiana. 


A NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR  will  be  held  March 
19-21,  1981,  at  the  Las  Vegas  Hilton,  Las  Vegas,  Nevada.  It  is  being  sponsored  by  the 
Division  of  Continuing  Education  and  the  Department  of  Pediatrics  of  The  University 
of  Texas  Health  Science  Center  at  Dallas.  The  seminar  meets  the  criteria  fpr  15  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA  and  15  hours 
of  LCCME  Category  I CME  credit.  For  further  information,  contact:  Dr.  John  D. 
Nelson,  Department  of  Pediatrics,  The  University  of  Texas  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Boulevard,  Dallas,  Texas  75235.  Telephone?  (214)  688-3439. 


The  Eighth  Annual  Symposium  on  RECENT  ADVANCES  AND  COMMON  PROB- 
LEMS IN  PEDIATRICS:  A SMALL  GROUP  APPROACH,  will  be  held  on  April 
2-3,  1981.  This  program  fulfills  the  requirements  for  IIY2  credits,  Category  I,  Phy- 
sician’s Recognition  Award  of  the  AMA;  and  is  co-sponsored  by  Children’s  Hospital 
National  Medical  Center  and  the  Department  of  Child  Health  and  Development,  George 
Washington  University  School  of  Medicine  in  cooperation  with  the  American  Academy 
of  Pediatrics.  For  additional  information,  contact:  Susan  Weiss,  Director,  Convention 
Services,  Children’s  Hospital  National  Medical  Center,  111  Michigan  Avenue,  N.W., 
Washington,  D.C.  20010.  Telephone:  (202)  745-3000. 


The  Medical  and  Scientific  Committee  of  the  Delaware  Chapter  Arthritis  Foundation 
is  sponsoring  a symposium,  which  will  be  held  on  two  consecutive  evenings,  in  Wil- 
mington, Delaware,  on  March  19  and  20,  1981.  This  will  be  the  first  in  a yearly  series 
of  rheumatology  symposia  updating  important  practical  diagnostic  and  therapeutic 
considerations  in  the  rheumatic  diseases.  The  symposium  will  focus  on  clinical  prob- 
lems important  to  family  physicians,  internists,  and  pediatricians,  and  will  also  be  of 
great  interest  to  allied  health  professionals  dealing  with  arthritic  patients.  For  further 
information,  call  the  Arthritis  Foundation  (302)  764-8254  or  762-4942.  Delaware 
physicians  outside  the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599,  or 
you  may  write  to  the  Arthritis  Foundation,  Delaware  Chapter,  at  234  Philadelphia 
Pike,  Wilmington,  Delaware  19809. 
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COST  CONTROL — PART  1 


During  a recent  month-long  trip  to  Japan, 
Singapore,  Indonesia,  and  western  Australia,  I 
had  an  opportunity  to  see  how  medicine  is  prac- 
ticed in  several  other  countries  in  various  stages 
of  development.  I was  surprised  to  see  how 
prominent  a part  the  private  physician  and  the 
fee-for-service  concept  play  in  all  these  countries. 

In  Australia,  even  with  an  insurance  program, 
I noted  considerable  concern  about  the  cost  of 
medical  care,  concerns  whioh  were  very  similar 
to  ours.  In  Indonesia,  which  is  potentially  a very 
rich  country  but  still  underdeveloped,  there  was 
a frank  realization  on  the  part  of  the  average 
Indonesian  with  whom  I spoke  that  their  govern- 
ment cannot  afford  to  provide  cradle-to-grave 
social  security,  including  health  care.  The  Indo- 
nesians expect  anyone  who  receives  health  care 
to  be  able  to  pay  for  it.  While  there  are  some 
public  health  clinics,  they  are  not  widely  avail- 
able, and,  at  least  in  many  areas,  are  not  par- 
ticularly popular.  They  often  are  of  limited  scope, 
ie,  for  family  planning.  The  patient  who  cannot 
afford  care  usually  avoids  seeking  it.  This  at- 
titude, while  cruel,  is  realistic.  I suggest  that 
those  in  our  society  who  wish  to  find  methods 
of  controlling  costs  investigate  this  approach,  al- 

The  photograph  of  Dr.  Robert  W.  Frelick  which  appears  on  the 
President’s  Page  of  the  Delaware  Medical  Journal  was  taken,  by 
Mr.  Douglas  Bugel,  Assistant  Medical  Photographer,  The  Wilming- 
ton Medical  Center. 


though  I am  not  recommending  it  and  am  dubious 
that  this  method  can  or  should  be  sold  to  the 
American  public. 

What  other  alternatives  can  be  suggested?  Are 
the  current  concerns  about  health  care  costs  real- 
istic? How  much  of  the  cost  of  health  care  is 
physician  related?  Is  it  so  bad  to  increase  the 
percent  of  the  gross  national  product  for  health 
care  if  there  is  no  concern  about  what  percent  is 
being  spent  for  alcohol  and  tobacco  and  other 
nonnecessities? 

The  amenities  included  in  health  care  costs 
are  seldom  mentioned.  In  looking  at  the  facilities 
available  in  other  countries,  it  is  obvious  that 
Americans  expect  certain  standards  of  cleanliness, 
plumbing,  dietary  excellence,  convenience,  and 
service  in  their  hospital  care  which  are  not  avail- 
able even  in  a developed  country  like  Japan. 
Many  of  these  items  have  little  to  do  with  direct 
management  of  illness.  In  the  US  we  have  learned 
in  recent  years  that  some  of  the  best  lifesaving 
and  intricate  techniques  are  best  done  in  open 
intensive-care  type  atmosphere,  not  in  private 
rooms.  Yet  all  our  third-party  insurance  carriers 
are  willing  to  pay  for  semi-private  rooms,  almost 
always  with  a private  bath,  clean  sheets  once  or 
twice  daily,  a varied  menu,  etc.  What  proportion 
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of  the  health  care  hospital  dollar  is  spent  on  motel 
or  hotel-type  accommodations  of  high,  rather  than 
minimal,  quality? 

None  deny  that  medical  technology,  increasing 
sophistication  of  care,  the  increasing  need  to  pro- 
vide hospice  type  environment,  the  services  of 
caring  physicians  and  nurses,  and  the  efforts  ex- 
pended on  patients  with  very  limited  prognostic 
potentials  do  cost  money.  To  keep  health  care 
costs  at  a reasonable  level,  it  may  be  necessary 
to  ask  how  many  of  these  can  be  eliminated. 
Should  the  care  of  individuals  with  advanced  dis- 
ease be  limited  and  if  so,  how? 


Visiting  Nurse  Association 
of  Wilmington,  Inc. 
2713  Lancaster  Avenue 
Wilmington 

A NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 


Health  economists  need  to  devise  new  account- 
ing systems.  The  costs  of  amenities  of  care  versus 
essentials  need  to  be  identified. 


Robert  W.  Frelick,  M.D. 


SERVING  NEW  CASTLE  COUNTY 
SINCE  1922 

A PARTICIPATING  MEDICARE  AGENCY 


VISITING  NURSE  ASSOCIATION 

OF  WILMINGTON,  INC. 


Phone  658-5205 

(If  no  answer  call) 
655-4373 


A United  Way  Agency 


A MATTER  OF  LIFE 

by  Frank  M.  Levy 


You  know  what  there  is  most  of  on  this  earth?  No,  not  water.  Not 
atmosphere.  Bills. 

Haven’t  you  ever  had  that  feeling?  It  usually  comes  around  the  end 
of  the  month  when  the  mail  seems  to  be  nothing  else  but  a series  of 
outstretched  hands,  clawing  at  your  shrinking  checking  account. 

So  you  work,  you  earn,  the  money  comes  in,  and  the  money  goes  out. 
And  somehow  a precarious  balance  is  maintained — provided,  of  course, 
that  the  money  does  keep  coming  in. 

And  right  there  you  have  the  reason  the  Provident  Mutual  Income 
Protection  plan  is  so  important.  Things  happen  ...  to  us  all.  And 
if  you’re  out  of  action  for  an  extended  period,  your  bills  won’t  be.  That 
you  can  count  on. 

With  Provident  Mutual’s  Income  Protection  plan,  you’ll  have  the  money  to  help  buy  food  and  clothing, 
pay  the  mortgage,  the  taxes,  and  so  on.  You’ll  even  have  a hedge  against  inflation,  since  there’s  a plan 
that  provides  for  automatic  increases  in  monthly  indemnity  during  periods  of  extended  total  disability. 

Protection  . . . protected.  That’s  just  about  the  nicest  way  to  feel.  Let’s  talk  about  it.  You  can 
contact  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware  19702.  Or  call  (302) 
731-7350. 
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FROM  THE  WILMINGTON  MEDICAL  CENTER  CANCER  PROGRAM 

KEY  FACTORS  ESSENTIAL  IN  HOSPITAL  MEDICAL  RECORDS  FOR  THE 
STUDY  OF  BREAST  CANCER 


Leslie  W.  Whitney,  M.D. 


The  Breast  Cancer  Management  Program  of 
the  WMC  Cancer  Program  (formerly  known  as 
the  Delaware  Cancer  Network)  has  just  com- 
pleted a five-year  study  of  1,000  cases  of  breast 
cancer  diagnosed  and  treated  in  Delaware  between 
1974  and  1980.  This  review  occasioned  a critical 
survey  of  the  quality  of  medical  records  being 
kept  in  Delaware  hospitals.  It  is  obvious  that 
present  records  often  do  not  include  several  key 
factors  essential  for  the  study  of  breast  cancer. 

Every  record  of  a patient  with  breast  cancer 
should  include  the  following  information: 

1.  Comprehensive  demographic  data.  Since 
there  is  some  evidence  that  age  and  ethnicity 
may  constitute  risk  factors  in  breast  cancer, 
the  relevant  data  should  be  included. 

2.  A detailed  account  of  the  means  of  the 
initial  detection  of  the  breast  cancer,  the 
kind  of  symptoms  or  signs,  and  when  these 
were  first  detected,  by  whom,  and  by  what 
means,  and  the  action  taken  by  the  patient 
at  the  time  of  first  detection  of  her  symp- 
toms or  suspicious  signs.  Our  recent  survey 
showed  that  in  9%  of  the  records  this  in- 
formation was  lacking. 

3.  A brief  statement  of  the  patient’s  personal 
medical  history  with  specific  emphasis  placed 
upon  data  which  might  indicate  the  existence 
of  risk  factors,  such  as  family  history  of 
breast  cancer,  history  of  previous  benign 
breast  disease,  and  history  of  the  use  of 
hormones  or  birth  control  pills. 

4.  Full  information  about  the  source  of  the 
patient’s  referral  for  treatment  and  the  spe- 

Dr.  Whitney  is  Director  of  the  Wilmington  Medical  Center 
Cancer  Program. 


cific  identification  of  all  physicians  involved 
in  the  management  of  the  patient,  both  pre- 
operative  and  postoperative. 

5.  Complete  reporting  of  clinical  pathological 
findings  including  at  the  least,  the  size  of 
the  tumor  and  the  estimated  stage  of  the 
disease,  the  histological  classification  of  the 
tumor,  its  anatomical  location  as  well  as  any 
evidence  of  regional  or  distant  metastasis. 
Our  survey  showed  that  this  important  in- 
formation was  lacking  in  13%  of  the  rec- 
ords. 

6.  A record  of  the  medical  and  nonmedical 
support  services  needed  by  and  made  avail- 
able to  the  patient. 

7.  A statement  about  the  menstrual  status  of 
the  patient,  ie,  pre-menopause  or  post-meno- 
pause. This  information  was  lacking  in 
25  % of  the  charts  we  reviewed. 

8.  The  number  of  live  births  and  the  age  of 
the  patient  at  the  time  of  her  first  preg- 
nancy. This  information  was  lacking  in 
35%  of  the  charts. 

In  summary,  medical  records  must  serve  a num- 
ber of  different  purposes.  One  of  these  is  to  make 
available  adequate  information  for  both  prospec- 
tive and  retrospective  research  projects.  Our  pro- 
jects needed  to  consult  existing  hospital  medical 
notes.  Too  often  the  records  were  frustrating 
rather  than  satisfactory. 

If  our  survey  and  similar  reviews  are  to  main- 
tain a credible  degree  of  accuracy  and  to  be  of 
as  much  value  as  they  might,  attention  must  be 
given  to  improving  the  quality  of  clinical  hospital 
records. 


Del  Med  Jrl,  Feb  1981 — Vol  53,  No  2 


83 


EVERYBODY’S  TALKING  ABOUT 
HEALTH  CARE  COST  PROBLEMS. 
WE  THOUGHT  YOU’D  LIKE  TO  HEAR 

A FEW  SOLUTIONS. 


When  a problem  is  talked  about  as  much 
as  this  one,  it’s  sometimes  difficult  to  see  the 
progress  that’s  being  made. 

The  fact  is,  significant  progress  has  already 
been  made  in  controlling  the  rising  cost  of 
health  care  by  Blue  Cross  and  Blue  Shield  Plans. 

A BREAKTHROUGH. 

In  the  past  decade,  programs  we  support 
like  out-patient  diagnostic  and  same -day  surgery 
have  helped  cut  the  average  hospital  stay  of 
our  subscribers  by  one  full  day.  And  saved 
$1,250,000,000  last  year  alone. 

Blue  Cross  and  Blue  Shield  Plans  often 
have  special  arrangements  with  hospitals  and 
physicians  supporting  a wide  range  of  cost 
containment  initiatives.  This  means  value  added 
and  lower  benefit  costs  to  enrolled  groups. 

You  see,  we  believe  that 
the  solution  to  the  problem  lies 
in  controlling  all  your  costs. 

THE  EXPENSIVE 
ASSUMPTION. 

Some  buyers  make  the 
assumption  that  the  cost  of 

healthcare  dollar  benefits  will  always  be  the 
usually  goes  to  same.  After  all,  the  same  people 

5HI2S will  get  sick  and  incur  the  same 
make  the  biggest  costs,  no  matter  who  the  carrier  is. 

DIFFERENCE. 


But  the  fact  is,  there  can  be  a big  difference. 
The  cost  of  health  care  coverage  is  actually  two 
costs.  The  cost  of  benefits.  And  the  retention 
costs  (everything  from  administrative  costs  to 
reserves).  But  all  too  often,  only  retention  costs 
get  much  attention. 

Benefit  costs  are  where  most  of  your 
health  care  coverage  dollar  goes.  Controlling 
benefit  costs  can  have  a real  impact  on  your 
bottom  line.  Which  is  why  we’re  so  committed 
to  containing  them. 

So  before  you  make  a decision  about  your 

S'oup’s  coverage,  contact  your  Blue  Cross  and 
lue  Shield  Plan  Marketing  Representative. 
Otherwise,  trying  to  save  a little  money  could 
end  up  being  very  expensive. 

Write  for  the  free  booklet:  “The  Most  Effec- 
tive  Health  Care  Protection  For  Your  Employees" 
Blue  Cross  and  Blue  Shield  Associations, 

Box  8008,  Chicago,  IL  60680. 


Blue  Cross 
Blue  Shield 

of  Delaware 


HELPING  CONTROL  ALL  YOUR  COSTS. 


® Registered  Service  Marks  of  the  Blue  Cross  Association 
©'Registered  Service  Marks-of  the  Blue  Shield  Association 
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MANAGEMENT  OF  URINARY  TRACT  INFECTIONS* 

A.  W.  Asscher,  M.D. 


Over  the  past  40  years  numerous  antibacterial 
agents  effective  in  the  treatment  of  urinary  tract 
infections  (UTI)  have  been  introduced,  yet  mor- 
bidity from  these  common  non-obstructive  infec- 
tions continues  to  be  a major  problem.  Factors 
that  contribute  to  this  continuing  morbidity  in- 
clude the  inability  to  eradicate  the  source  of  uri- 
nary pathogens;  the  existence  of  a large  reservoir 
of  covert  infections  in  the  healthy  population; 
the  frequency  of  recurrent  infection  after  treat- 
ment; and,  the  most  taxing  problem  of  all,  the 
occurrence  of  symptoms  similar  to  those  of  UTI 
in  the  absence  of  infection — a problem  that  falls 
outside  the  scope  of  this  article. 

Prophylaxis 

The  most  common  source  of  urinary  pathogens 
is  the  bowel  flora,  and  the  organisms  that  cause 
UTI  do  not  possess  special  pathogenicity.  There- 
fore, eradication  of  the  source  of  UTI  requires 
elimination  of  the  normal  bowel  flora.  This  is 
not  feasible  on  a long-term  basis.  Prophylaxis  by 
preventing  the  entry  of  microorganisms  into  the 
urinary  tract  holds  out  greater  promise.  The 
value  of  aseptic  precautions  during  instrumenta- 
tion of  the  urinary  tract  and  closed  catheter 
drainage  is  now  common  knowledge.  Since  colo- 
nization of  the  introitus  in  the  female  and  sub- 
preputial  space  in  the  male  precedes  UTI,  the 
improvement  of  perineal  hygiene  or  local  use  of 
antibacterial  agents,  or  both,  might  be  expected 

*This  article  is  an  update  version  of  a paper  previously  pub- 
lished in  the  British  Medical  Journal  1:1332-1335,  1977. 


Dr.  Asscher  is  a Professor  of  Medicine  and  Honorary  Director 
of  the  K.R.U.F.  Institute  of  Renal  Disease  at  the  Welsh  National 
School  of  Medicine,  Royal  Infirmary,  Cardiff,  Wales. 

This  paper  was  adapted  from  a presentation  to  the  17th  Annual 
Infectious  Disease  Symposium  which  was  held  in  May,  1980. 


to  prevent  infection.  So  far  there  have  been  no 
controlled  studies  to  establish  the  value  of  such 
measures. 

Quantitative  urine  culture  has  enabled  the  iden- 
tification of  covert  infections  in  apparently  healthy 
populations.  These  infections  are  common,  and 
they  predispose  to  symptomatic  infection.  (Table 
1)  Screening  for  covert  infections  might  there- 
fore be  expected  to  reduce  morbidity  from  UTI; 
this  is  certainly  so  in  pregnancy.  Some  30%  of 
pregnant  women  with  covert  bacteriuria  develop 
acute  pyelonephritis,  and  eradication  of  the  bac- 
teriuria in  early  pregnancy  can  prevent  this.  In 
non-pregnant  women  and  in  children,  screening 
for  covert  infection  has  no  preventive  value  be- 
cause short  courses  of  treatment  that  might  be 
used  on  a large  scale  are  followed  by  recurrent 
infections.  When  such  recurrences  are  due  to  a 
different  organism  from  that  originally  isolated, 
they  are  more  likely  to  be  associated  with  a bout 
of  symptomatic  infection  than  if  the  original  co- 

TABLE  1 


PREVALENCE  OF  SIGNIFICANT  BACTERIURIA 


Population 

Age  (years) 

Prevalence  ( % ) 

Adult  women 

21-64 

5 

Pregnant  women  16-40 

3-5 

Schoolgirls 

5-12 

2 

Preschool 

children 

0-  5 

0.8  (girls) 

Adult  men 

21-65 

0.2  (boys) 
0.5 

Schoolboys 

5-12 

.03 

Neonates 

0-  1 month  1-2  (mainly  boys) 
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vert  infection  had  been  left  untreated.  Screening 
for  covert  infections  in  population  groups  other 
than  pregnant  women  could  be  justified  only  if  it 
were  shown  that  the  condition  leads  to  progressive 
kidney  damage,  which  could  be  prevented  by 
treatment  of  the  bacteriuria.  Controlled  studies 
of  the  natural  history  and  response  to  treatment 
of  covert  infections  have  not  so  far  yielded  any 
evidence  to  this  effect. 

When  and  How  to  Investigate 

Before  treating  symptomatic  infection,  a freshly 
voided  “clean-catch”  urine  specimen  should  be 
examined  under  the  microscope,  and,  if  possible, 
a gram-stained  film  of  urine  should  also  be  pre- 
pared. Symptomatic  infections  seldom  occur  in 
the  absence  of  pyuria  and  never  in  the  absence 
of  bacteriuria.  Both  of  these  may  readily  be  de- 
tected by  urine  microscopy.  The  volume  of  urine 
seen  in  one  field  with  a “high-dry”  objective 
(magnification  x 570)  is  about  1/30,000  ml. 
Therefore  at  least  3 x 104  bacteria  per  ml  of  urine 
must  be  present  before  one  may  expect  to  see 
bacteria  on  microscopy.  In  most  infections  this 
number  is  exceeded  by  far,  and  organisms  may 
therefore  be  readily  detected. 

The  urine  should  also  be  sent  for  culture  and 
sensitivity  testing.  It  must  be  plated  within  two 
hours  of  voiding  or  cooled  to  4°C  in  the  interim. 
Preferably,  a dip-inoculum  transport  medium 
should  be  inoculated  to  do  away  with  the  need 
for  rapid  transport  of  urine  specimens  to  the  lab- 
oratory. 

Even  after  only  one  proved  attack  of  UTI, 
children  should  be  referred  for  excretion  urogra- 
phy. Equally,  boys  and  men  of  all  ages  should 
be  so  examined  to  exclude  obstructive  lesions. 
In  adult  women,  excretion  urography  need  be 
undertaken  only  when  repeated  infections  occur 
that  are  not  linked  to  sexual  intercourse.  It  is 
particularly  important  to  perform  excretion  urog- 
raphy in  women  who  suffer  from  repeated  attacks 
of  pyelonephritis  confined  to  one  side.  At  all 
times,  it  must  be  remembered  that  tuberculosis 
of  the  urinary  tract  may  present  with  repeated 
symptomatic  UTI.  The  value  of  micturating 
cystography  is  undoubted  where  it  concerns  the 
investigation  of  possible  urethral  obstruction 
(such  as  urethral  valves).  The  importance  of 


detecting  vesicoureteric  reflux  in  children  is  still 
sub  judice  (see  below). 

Treatment  of  Symptomatic  Infection 

Drugs  commonly  used  in  treating  symptomatic 
infections  are  listed  in  Table  2.  Successful  treat- 
ment needs  adequate  urinary  concentration  of 
an  antibacterial  agent  to  which  the  infecting  or- 
ganism is  sensitive,  together  with  scrupulous  fol- 
low-up. In  domiciliary  practice,  initial  treatment, 


TABLE  2 

AGENTS  EFFECTIVE  IN  TREATMENT  OF  UTI 


Oral 

Amoxycillin 

Ampicillin 

Cephalexin  ( successfully  used  in 
low-dose,  long-term  prophy- 
laxis) 

Co-trimoxazole  (successfully 
used  in  low-dose,  long-term 
prophylaxis) 

Cycloserine  (successfully  used  in 
low-dose,  long-term  prophy- 
laxis) 

Hippuric  acid 

Mandelamine  (successfully  used 
in  low-dose,  long-term  pro- 
phylaxis) 

Naladixic  acid  (successfully 
used  in  low-dose,  long-term 
prophylaxis) 

Nitrofurantoin  (successfully  used 
in  low-dose,  long-term  pro- 
phylaxis) 

Penicillin  V 

* Pivampicillin 

* Pivmecillinam 

Sulfonamides: 

Short-acting  (eg,  sulfadimi- 
dine 8 tablets  a day) 
Medium-acting  (eg,  sulfa- 
methopyrazine  1 tablet  a 
day) 

Long-acting  (eg,  sulfameth- 
oxydiazine  1 tablet  weekly ) 

Trimethoprim 

*Not  available  in  US 


Parenteral 
Aminoglycosides 
Ampicillin 
Carbenicillin 
Cephalothin 
Colistin 
Penicillin  G 
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irrespective  of  the  drug  used,  results  in  the  cure 
of  infection  in  some  90%  of  patients.  In  hospital 
practice  a lower  success  rate  is  found. 

Unfortunately,  initial  cures  are  followed  by  re- 
currence. About  80%  of  patients  treated  for  UTI 
develop  recurrent  infection  within  18  months. 
Serotyping  of  urinary  pathogens  facilitates  a more 
detailed  analysis  of  these  recurrences.  Reappear- 
ance of  infection  after  treatment  is  of  two  distinct 
types  — relapse  and  reinfection  — with  different 
temporal  relations  and  different  therapeutic  impli- 
cations. A recurrence  of  infection  may  be  due  to 
relapse,  ie,  infection  with  the  same  organism  as 
that  isolated  before  treatment.  Most  relapses  oc- 
cur within  the  first  month  after  treatment  is 
stopped,  whereas  most  reinfections  occur  from 
one  to  six  months  after  treatment.  Whereas  re- 
lapse indicates  failure  of  treatment,  reinfection 
indicates  a defect  of  the  host’s  defensive  mecha- 
nism. 

Causes  and  Management  of  Relapsing  Infection 

In  some  patients  the  cause  of  relapsing  infec- 
tion can  readily  be  identified  and  dealt  with.  The 
following  are  the  major  causes  of  such  treatment 
failures. 

Wrong  choice  of  drug  Symptomatic  infections 
usually  have  to  be  treated  before  the  antibiotic 
sensitivity  pattern  of  the  infecting  stain  is  known. 
Treatment  is  therefore  based  on  the  '‘best  guess” 
principle.  This  guess  should  be  made  in  consulta- 
tion with  the  local  bacteriologist  who  is  familiar 
with  the  antibiotic  sensitivity  pattern  of  urinary 
pathogens  encountered  in  the  population  from 
which  the  patient  comes. 

Emergence  of  resistant  strains  During  treat- 
ment, resistance  to  the  drug  in  use  rarely  develops. 
Resistant  strains  appear  during  treatment  usually 
because  a few  of  the  organisms  causing  the  infec- 
tion were  resistant  from  the  start.  In  these  cases, 
the  antibacterial  agent  exerts  a selection  pressure 
that  favors  the  survival  and  multiplication  of  the 
resistant  organisms  by  eliminating  the  sensitive 
ones.  To  overcome  this  cause  of  “relapsing”  in- 
fection, the  doctor  must  change  the  antibacterial 
agent  to  one  to  which  the  “minority”  organism 
is  sensitive. 

Inadequate  duration  of  treatment  The  duration 


of  treatment  does  not  affect  the  recurrence  rate. 
The  cure  rate  of  bacteriuria  in  pregnant  women 
treated  for  eight,  twenty-one,  and  thirty  days  is 
the  same.  Comparisons  of  the  results  from  courses 
of  treatment  between  two  and  six  weeks  and  be- 
tween one  and  two  weeks  showed  no  difference. 
In  young  girls  with  UTI,  no  difference  in  recur- 
rence rate  after  either  a ten-day  or  a sixty-day 
course  of  treatment  has  been  found,  so  both  tox- 
icity and  expense  may  be  reduced  by  using  short 
seven-day  courses  of  treatment.  Treatment  of 
symptomatic  infections  usually  relieves  the  symp- 
toms within  24  to  48  hours.  Consequently,  pa- 
tients commonly  fail  to  complete  even  a seven- 
day  course  of  treatment.  Possibly  this  practice 
leads  to  relapse.  Recently,  however,  it  has  been 
shown  that  the  results  of  three-day  and  ten-day 
treatment  of  UTI  with  amoxicillin  did  not  differ 
greatly.  Even  a single  3G  dose  of  amoxicillin  can 
cure  lower  tract  infections. 

Inadequate  concentration  of  antibacterial  agent 
Most  antibacterial  agents  that  are  used  to  treat 
UTI  are  weak  organic  acids  or  bases.  The  renal 
handling  of  these  includes  glomerular  filtration, 
tubular  secretion,  and  passive  non-ionic  back  dif- 
fusion. Interaction  of  these  processes  determines 
both  the  clearance  of  antibacterial  agents  and  their 
urinary  concentration.  With  most  of  the  com- 
monly used  antibacterial  agents,  the  urinary  con- 
centration is  far  above  the  minimal  inhibitory 
concentration  needed  to  exert  a bactericidal 
or  bacteriostatic  effect  on  sensitive  organisms. 
This  may  not  be  the  case  in  impaired  kidney  func- 
tion. Thus,  when  a single  loading  dose  of  nala- 
dixic  acid  is  given  to  a patient  with  considerably 
reduced  glomerular  filtration  rate,  the  urinary 
concentration  of  the  drug  is  insufficient;  and  not 
until  the  drug  has  accumulated  in  the  blood  stream 
after  several  doses  does  the  filtered  load  become 
high  enough  to  achieve  a therapeutic  urinary  con- 
centration. 

When  impairment  of  kidney  function  affects 
only  part  of  the  total  renal  mass,  as  in  the  case 
of  a patchy  disease  such  as  renal  infection,  drug 
accumulation  in  the  blood  stream  does  not  occur 
because  overall  kidney  function  is  impaired  rela- 
tively little.  Consequently,  the  concentration  of 
antibacterial  agents  in  the  nephrons  with  impaired 
function  remains  low  despite  repeated  adminis- 
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tration  of  the  drug.  In  kidney  infections  the  drug 
may,  therefore,  bypass  the  “bug.”  This  is  prob- 
ably why  it  is  more  difficult  to  eradicate  infection 
when  the  kidneys  are  affected.  When  relapsing 
infection  is  thought  to  be  due  to  this  cause,  high- 
dose  treatment  with  bactericidal  drugs  such  as 
intravenous  carbenicillin  and  intramuscular  gen- 
tamicin is  indicated;  such  treatment  enables  a 
sufficient  concentration  of  the  drug(s)  to  reach 
the  site  of  infection.  In  rare  cases  when  infection 
is  localized  to  one  kidney  that  contributes  little 
to  overall  kidney  function,  nephrectomy  may 
prevent  symptomatic  relapses. 

L-forms  Both  the  natural  defensive  mechanisms 
acting  through  the  antibody  complement-lysozyme 
system  and  the  antibacterial  agents  acting  by  in- 
terfering with  bacterial  cell  wall  synthesis — 
namely,  penicillins,  cephalosporins  and  cyclo- 
serine — produce  osmotically  fragile  bacterial 
forms.  These  L-forms,  named  after  the  Lister 
Institute  in  London,  normally  fragment  and  die. 
The  hypertonic  conditions  in  the  renal  medulla 
favor  their  survival,  and  once  treatment  is  stopped, 
L-forms  may  reverse  to  their  parent  strain.  In 
animals  infection  has  been  found  to  re-emerge 
owing  to  oersistence  of  L-forms  after  treatment 
with  penicillin,  and  bacterial  variants  have  been 
shown  in  human  urine  under  conditions  of  in- 
creased tonicity  and  antimicrobial  treatment. 

Relapses  due  to  persistent  L-forms  may  be 
treated  by  using  chemotherapeutic  agents  that  are 
active  against  cell  wall  defective  organisms,  for 
instance,  erythromycin.  Equally,  lowering  of 
medullary  osmolality  by  increasing  the  fluid  intake 
can  prevent  the  formation  of  L-forms.  It  is  not 
known  how  important  a source  of  relapsing  in- 
fection L-forms  are.  One  report  suggests  they 
account  for  some  20%  of  all  relapsing  infections. 

Urolithiasis  Urolithiasis  is  a common  cause  of 
relapsing  infection.  Urea  splitting  organisms  can 
be  isolated  from  the  center  of  infection  stones. 
These  organisms  are  protected  from  the  action  of 
antibacterial  agents.  Even  after  removal  of  the 
stones,  infection  often  recurs.  This  may  be  be- 
cause microcalculi  that  contain  organisms  are  left 
behind,  and  their  removal  by  postoperative  irri- 
gation with  chelating  agents  has  been  advocated. 

Symptomatic  relapses  of  unknown  origin  Often 
the  cause  of  symptomatic  relapsing  infection  can- 


not be  identified  or,  if  identified,  cannot  be  elimi- 
nated, as  in  the  case  of  neurogenic  bladder  dis- 
turbance or  symptoms  precipitated  by  sexual  inter- 
course. In  these  cases,  long-term  suppressive 
treatment  with  antibacterial  agents  may  be  neces- 
sary to  control  symptoms.  With  relapsing  infec- 
tions unrelated  to  intercourse,  a nightly  dose  of 
an  antibacterial  agent  may  produce  relief.  The 
rationale  of  this  treatment  is  that  the  longest 
period  between  successive  acts  of  micturition  is 
overnight.  The  presence  of  an  antibacterial  agent 
in  the  urine  at  this  time  will  limit  bacterial  growth 
and  so  aid  natural  defenses  at  a time  when  it  is 
most  needed. 

In  choosing  antibacterial  agents  for  long-term 
suppressive  treatment,  it  is  important  to  use  drugs 
that  do  not  alter  the  antibiotic  sensitivity  pattern 
of  the  bowel  flora.  Drugs  that  are  absorbed  high 
up  in  the  small  bowel,  such  as  nitrofurantoin  (50 
mg),  are  suitable.  Alternatively,  other  drugs  may 
be  used  in  low  dosage  so  that  the  antibacterial 
agent  fails  to  reach  the  colon  in  sufficient  concen- 
tration to  affect  the  bowel  flora,  for  instance, 
cephalexin  125  or  even  62.5  mg  nightly.  Organic 
acid  treatment  may  also  be  used  for  long-term 
prophylaxis,  for  instance,  hexamine  mandelate, 
since  bacterial  resistance  to  these  agents  is  un- 
known. One  difficulty  is  that  urinary  pH  must 
be  kept  below  5.8  so  that  mandelic  acid  is  largely 
undissociated  and  can  penetrate  the  bacterial  wall 
and  exert  its  bactericidal  effect.  It  may  be  neces- 
sary to  take  large  quantities  of  vitamin  C or 
methionine  to  lower  the  urinary  pH  sufficiently. 
In  the  presence  of  infection  due  to  urea  splitting 
organisms  or  impaired  kidney  function,  it  may  be 
impossible  to  lower  the  urinary  pH  sufficiently. 

Management  of  Reinfections 

Reinfections  account  for  80%  of  recurrent  in- 
fections. They  occur  months  rather  than  weeks 
after  ending  treatment  and  are  attributable  to  a 
failure  of  the  host  defensive  mechanisms.  Because 
the  intervals  between  successive  attacks  of  symp- 
tomatic reinfection  are  longer  than  those  between 
symptomatic  relapses,  long-term  suppressive  treat- 
ment is  seldom  justified. 

The  management  of  symptomatic  reinfections 
has  been  greatly  simplified  by  the  introduction  of 
dip-inoculum  transport  media.  Reinfections  can 
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now  be  dealt  with  by  providing  the  patient  with 
a week’s  supply  of  an  antibacterial  agent  to  which 
her  organism  is  sensitive.  The  patient  is  thus 
advised  to  start  on  treatment  at  the  first  evidence 
of  recurrence  and  to  send  an  inoculated  dipslide 
to  the  laboratory  immediately  before  treatment 
begins.  In  this  way  symptoms  are  minimized 
while  bacteriological  supervision  is  maintained. 
The  defensive  mechanism  can  be  further  strength- 
ened by  advising  a high  fluid  intake  and  by  paying 
particular  attention  to  complete  bladder  emptying. 

Special  Problems 

Treatment  of  UTI  in  pregnancy  Antibacterial 
agents  that  are  safe  in  the  non-pregnant  woman 
may  be  contraindicated  in  pregnancy.  Tetracy- 
cline is  a particular  example  since  discoloration 
of  the  child’s  teeth  may  follow  its  use  in  preg- 
nancy. This  phenomenon  appears  to  be  dose 
related.  If  tetracyclines  are  to  be  used,  it  is  best 
to  use  oxy tetracycline.  Tetracyclines  should  never 
be  given  intravenously  during  pregnancy  for  fear 
of  producing  fatal  liver  necrosis.  Sulfonamides 
should  be  avoided  during  the  last  trimester  since 
they  may  precipitate  or  exacerbate  kernicterus  by 
displacing  bile  salts  from  their  plasma  protein 
binding  sites.  Naladixic  acid  should  also  be 
avoided  in  the  late  stages  since  it  may  produce 
hydrocephalus  even  in  low  dosage. 

Treatment  of  UTI  in  kidney  failure  Particular 
problems  arise  when  attempting  to  treat  UTI  in 
the  presence  of  end-stage  kidney  failure:  infec- 
tions are  usually  acquired  in  hospital  and  are  thus 
more  likely  to  be  due  to  resistant  organisms; 
therapeutic  urinary  concentrations  of  antibacterial 
agents  may  be  difficult  to  attain  without  systemic 
toxicity;  therapeutic  urinary  concentrations  of 
antibacterial  agents  are  more  slowly  established, 
and  drug  resistance  may  therefore  develop  more 
readily  during  treatment;  urinary  acidification  is 
not  possible,  and  disparity  of  functional  impair- 
ment of  the  kidneys  may  lead  to  unequal  excretion 
of  antibacterial  agents  and  persistence  of  infection 
in  the  kidney  with  the  poorer  function.  In  these 
patients,  the  most  useful  drugs  are  probably  the 
penicillins,  co-trimoxazole,  and  gentamicin  be- 
cause adequate  urinary  concentrations  of  these 
drugs  can  be  obtained  without  systemic  toxicity. 
Thus,  in  the  case  of  co-trimoxazole,  both  the  sul- 
fonamide and  trimethoprim  are  excreted  in  suf- 


ficient concentration  despite  the  presence  of  ad- 
vanced kidney  failure. 

Two  drugs  must  be  avoided  in  treating  UTI 
in  the  presence  of  kidney  failure.  Firstly,  the 
tetracyclines  must  be  avoided  because,  with  the 
exception  of  doxycycline,  they  may  aggravate 
kidney  failure  and  add  to  it  a prerenal  component 
by  producing  a natriuresis  that  leads  to  salt  de- 
pletion, which,  if  it  produces  vomiting,  worsens 
the  failure  even  further.  Tetracycline  also  pre- 
vents urea  utilization  by  the  liver  and  so  produces 
an  even  greater  rise  of  serum  urea  concentration. 
The  second  drug  to  be  avoided  is  nitrofurantoin 
since  not  only  is  it  ineffective  in  renal  failure,  but 
it  may  also  produce  a serious  irreversible  pe- 
ripheral neuropathy. 

Treatment  of  prostatic  infection  Bacterial  in- 
fection of  the  prostate  is  an  important  source  of 
recurrent  UTI  in  men.  It  is  difficult  to  eradicate 
because  many  of  the  commonly  used  antibacterial 
agents  fail  to  penetrate  prostatic  fluid;  and  even 
if  they  do,  they  may  not  be  fully  effective  in  the 
prostatic  fluid  that  is  highly  acidic.  Only  the 
basic  macrolides  (erythromycin  and  oleandomy- 
cin), co-trimoxazole,  tetracycline,  and  clindamy- 
cin are  found  in  the  prostatic  fluid  in  concentra- 
tions high  enough  to  suggest  any  therapeutic  po- 
tential. Ampicillin,  cephalothin,  kanamycin,  nali- 
dixic acid,  nitrofurantoin,  oxytetracycline,  peni- 
cillin G,  polymyxin  B,  and  some  sulfonamides  are 
either  not  excreted  into  the  prostatic  fluid  or  are 
present  in  such  low  concentrations  as  to  be  use- 
less for  treatment.  The  factors  that  govern  the 
transport  of  antibacterial  agents  into  the  prostatic 
fluid  include  their  degree  of  protein  binding,  their 
pKa  value,  and,  most  importantly,  their  lipid 
solubility. 

Place  of  Surgery  in  Treatment 

The  role  of  surgery  in  relieving  obstructive 
lesions,  removing  stones,  and  removing  an  in- 
fected, poorly  functioning  kidney  is  not  in  doubt. 
Urethral  dilatation  is  not  of  value  in  preventing 
recurrent  UTI,  and  the  value  of  ureteric  reim- 
plantation for  vesicoureteric  reflux  is  now  being 
studied  by  controlled-treatment  trials  in  two  cities 
in  Britain.  The  results  of  these  studies  should  be 
awaited  before  surgical  treatment  of  vesicoureteric 
reflux  is  advised. 
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ANATOMY  OF  AN  ILLNESS  As  Perceived  by  the 
Patient,  Reflections  on  Healing  and  Regeneration 
by  Norman  Cousins,  W.  W.  Norton  & Company, 
New  York,  1979.  173  pp.  Price  $9.95. 

Mr.  Cousins  is  a journalist,  one-time  editor  of 
the  Saturday  Review,  and  the  author  of  eleven 
books.  During  his  65  years  he  has  three  times 
been  diagnosed  as  having  chronic,  debilitating 
and/or  life  threatening  illness.  At  the  age  of  ten 
he  was  placed  in  a sanatorium  with  the  incorrect 
diagnosis  of  pulmonary  tuberculosis.  In  his  39th 
year  he  was  advised  to  “take  to  bed”  so  he  could 
stretch  his  life  an  additional  year  and  a half.  He 
had  been  diagnosed  by  EKG  as  having  terminal 
coronary  artery  disease  while  taking  an  insurance 
physical.  A diagnosis  of  ankylosing  spondylitis 
was  made  in  1964. 

It  is  the  course  of  this  illness,  his  doctor-patient 
relationship  and  the  therapeutic  modalities  em- 
ployed to  overcome  his  disease  that  he  discusses 
in  this  volume,  which  is  an  expansion  of  the  article 
appearing  in  the  December  23,  1976,  issue  of 
The  New  England  Journal  of  Medicine. 

While  he  was  in  the  hospital,  Mr.  Cousins  felt 
as  though  he  was  the  victim  of  the  phlebotomist, 
the  medication  nurse  and  the  dietary  department. 
He  felt  he  was  not  getting  sufficient  rest,  and  he 
had  allergic  reactions  to  the  medications  he  was 
taking.  It  was  under  these  conditions  that  he 
decided  to  act  positively  in  his  own  behalf. 

Through  his  own  and  an  assistant’s  research 
he  made  several  conclusions  that  were  to  guide 
his  therapeutic  course.  He  noted  the  potential 
harmful  side  effects  of  non-steroidal  anti-inflam- 
matory agents  and  decided  to  stop  taking  them. 
He  also  concluded  that  since  negative  emotions 
have  a potentially  devastating  effect  on  the  out- 
come of  an  illness,  the  reciprocal  emotional  state 


of  happiness  should  have  the  opposite  effect,  and 
he  invited  friends  in  to  tell  him  jokes  so  as  to 
make  him  laugh.  His  research  also  indicated  the 
necessity  of  proper  nutritional  status  and  the  sug- 
gestion that  mega-doses  of  vitamin  C help  to  com- 
bat the  collagen-vascular  and  connective  tissue 
disease  processes,  so  he  took  large  doses  of  same. 

And  he  got  better.  Mr.  Cousins  was  discharged 
from  the  hospital  to  an  environment  where  he  had 
complete  control  of  his  diet  and  emotional  state. 
He  also  employed  megadoses  of  ascorbate.  He 
reports  that  over  the  following  weeks  and  months 
he  made  a complete  recovery. 

In  this  book,  the  author  also  reviews  the  value 
of  the  placebo  and  reiterates  its  place  in  the  medi- 
cal armamentarion.  He  comments  on  the  Ameri- 
can people’s  low  pain  tolerance  and  dependence 
on  analgesic  preparations.  He  speculates  about 
the  effect  of  the  positive  emotions  and  hard  work 
as  being  keys  to  longevity. 

His  greatest  emphasis  is  put  on  the  holistic  ap- 
proach to  medical  care.  He  reinforces  the  need 
for  a strong  doctor-patient  relationship  in  which 
the  patient  and  physician  both  have  a decisive 
role  in  the  course  of  therapy  chosen. 

In  my  opinion  this  book  is  of  positive  value  to 
medical  students  and  practitioners  alike  as  an 
example  of  the  depth  of  the  convictions  intelligent 
laymen  can  develop  regarding  their  ailments  and 
the  management  theory.  This  book  is  certain  to 
generate  questions  in  any  reader’s  mind  about  the 
efficacy  of  chemotherapy  and  alternate  therapeu- 
tic modalities.  Practitioners  forewarned  may  be 
afforded  a better  opportunity  to  answer  these  in- 
quiries thoughtfully  and  with  less  hostility  and 
thus  reinforce  the  doctor-patient  relationship.  And 
apparently  most  practitioners  need  repeated  re- 
minding that  compassion,  warmth,  an  ability  to 
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communicate  and  an  open  mind  are  among  the 
tools  necessary  to  be  a good  physician. 

Thomas  R.  Westphal 

Mr.  Westphal  is  a fourth-year  medical  student  at  Jefferson  Medi- 
cal College. 

& % 

MEDICINE  AND  LITERATURE  by  Enid  Rhodes  Pes- 
chel,  Neale  Watson  Academic  Publications,  New 
York,  1980.  204  pp.  Price  $15.00. 

THE  DOCTOR  ON  THE  STAGE  by  Herbert  Silvette, 
edited  by  Francelia  Butler,  The  University  of  Ten- 
nessee Press,  Knoxville,  Tenn.,  1967.  304  pp.  Price 
$1 1.00. 

Peschel’s  book  explores  the  interface  between 
medicine  and  literature.  The  various  writers  dis- 
cussed include  some  well-known  (Chekhov)  and 
some  not  so  well-known  except  to  scholars  (Henri 
Michaux),  some  old  (Rabelais)  and  some  new 
(Richard  Selzer). 

“What  does  medicine  have  to  offer  literature? 
And  what  does  literature  have  to  offer  medicine? 
New  worlds  of  thought  insight,  emotion  and  ex- 
perience . . . The  purpose  of  this  book  is  to 
establish  a dialogue  between  these  two  seemingly 
separate  disciplines,”  says  the  editor.  Do  you 
feel  medicine  and  literature  are  disparate?  I have 
never  felt  so. 

A reasonably  priced  volume,  perhaps  because 
the  Schering  Corporation  helped  in  some  acknowl- 
edged if  unspecific  way. 

A comparable  book  to  Medicine  and  Litera- 
ture is  The  Doctor  on  the  Stage.  As  the  17th  cen- 
tury began,  medieval  medicine  was  ending,  along 
with  the  beginnings  of  rampant  doubts  that  Galen 
knew  it  all.  According  to  Silvette,  the  medicine  of 
any  period  is  most  accurately  revealed  in  literary 
not  scientific  publications.  “Medicine  must  pass 
through  the  lay  mind  rather  than  the  professional 
mind  before  it  takes  on  a significance  other  than 
that  of  mere  technical  knowledge  . . .”  The 
novels,  plays  and  journalism  of  a time  “determine 
which  part  and  how  much  of  contemporary  scien- 
tific belief  will  ultimately  swell  the  cultural  heri- 
tage of  the  human  race.” 
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The  practice  of  urinoscopy  (diagnosis  by  means 
of  urine  inspection),  the  rigors  of  bleeding,  the 
awful  animal  and  vegetable  remedies,  the  great 
men  and  the  quacks,  syphilis — these  and  other 
medical  subjects  were  extensively  treated  in  many 
of  the  500  plays  Professor  Silvette  read  during  the 
preparation  of  this  engrossing  book. 

To  those  who  feel  somewhat  chagrined  by  the 
current  trend  towards  unkind  remarks  about  phy- 
sicians, consider  this  excerpt  from  John  Lacy, 
remembering  it  was  written  almost  400  years  ago: 
“(Medicine)  is  the  securest  cloak  for  ignorance 
of  all  arts.  Other  professions  are  liable  to  mis- 
carriages and  questionable  actions  but  the  phy- 
sician may  kill  from  the  fool  to  the  senator,  from 
the  beggar  to  the  blood-royal,  and  never  be  called 
in  question;  the  dead  was  never  so  uncivil  yet  as 
to  come  out  of  the  other  world  to  complain  of  the 
physician.” 


PATIENT  RECORDS:  A GUIDE  FOR  YOUR  PRACTICE, 

American  Society  of  Internal  Medicine  Documen- 
tation Task  Force,  William  Barnhart,  M.D.,  Daniel 
Fink,  M.D.,  Robert  Friedman,  M.D.,  Stephen  Yar- 
nall,  M.D.,  Otto  C.  Page,  M.D.,  chairman  with 
Roger  L.  Simmons,  M.D.,  Washington,  D.C.,  1980. 

I doubt  if  there  are  many  physicians  in  practice 
who  have  not  toyed  with  the  problem  oriented 
record,  discarded  it  as  a concept,  and  adopted  it 
to  their  own  uses  and  needs.  If  there  are,  this 
book  is  for  them.  If  there  are  some  who  have 
tried  the  problem  oriented  record  but  didn’t  like 
it  because  it  seemed  to  result  in  too  long  clini- 
cal notes,  this  book  (it  is  more  like  a big  booklet) 
is  still  worth  glance.  (See  “Hang- ups  with  Pro- 
gress Notes,”  page  90). 

Topics  such  as  referral  letters,  third  party  re- 
quests, the  patient’s  legal  right  to  his/her  medical 
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record,  etc.,  are  dealt  with  in  a pragmatic  fashion, 
probably  because  the  book  was  written  by  a com- 
mittee of  internists  for  the  American  Society  of 
Internal  Medicine.  The  book  also  contains  some 
good  examples  of  form  history  questionnaires  and 
problem  lists. 

If  I have  one  criticism,  it  is  that  books  like 
these  can’t  seem  to  refrain  from  some  statements 
which  seem  too  obvious  to  be  worth  the  space, 
such  as  this  example:  one  of  the  advantages  of 
open  shelf  filing  system  is  that  the  files  are  more 
visible. 

Any  book  that  quotes  (page  60)  from  Zen  and 
the  Art  of  Motorcycle  Maintenance  deserves  a 
pretty  positive  review. 

Bernadine  Z.  Paulshock,  M.D. 


PERINATAL  MEDICINE:  Clinical  and  Biochemical 
Aspects,  Vol  1,  by  Manohar  Rathi,  M.D.  and  Sudhir 
Kumar,  Ph.D.,  Hemisphere  Publishing  Corporation, 
Washington,  D.C.,  1980.  20 7 pp.  Price  $35.00. 

This  is  the  first  of  a two  volume  set  of  concise 
review  articles  concerning  the  rapidly  advancing 
field  of  perinatology.  Each  chapter  discusses  a 
single  aspect  of  high  risk  obstetrics,  fetal  and  neo- 
natal monitoring  techniques,  and  care  of  the  high 
risk  neonate.  Discussion  of  basic  biochemical  and 
physiological  topics  serve  to  trace  the  develop- 
ment of  current  clinical  practice  in  perinatology. 
The  individual  articles  are  each  authored  by  an 
original  researcher  in  the  field,  and  current  refer- 
ences are  extensive. 

There  is  much  of  interest  to  both  the  obstetri- 
cian and  pediatrician.  For  example,  current 
trends  in  the  management  of  breech  deliveries  are 
shown  by  the  results  of  several  studies  which  illus- 
trate that  better  outcomes  ensure  with  a more 
liberal  use  of  cesarean  section,  especially  in  pre- 
mature breech  births.  The  latest  techniques  in 
neonatal  monitoring  are  discussed,  including 
transcutaneous  oxygen  monitoring  and  cardio- 
respirography.  For  one  who  has  not  kept  up 
with  the  latest  developments  in  perinatology,  this 
book  brings  the  field  up  to  date.  For  a small 


book,  it  is  quite  expensive,  but  is  also  quite  read- 
able. 

COMMON  CLINICAL  PERPLEXITIES  by  Carl  Black- 
burn Lyle,  Jr.,  M.D.  and  Raymond  Francis  Bianchi, 
M.D.,  Medical  Examination  Publishing  Co.,  Inc., 
Garden  City,  N.Y.,  1979.  222  pp.  Spiral  bound. 
Price  $9.50. 

While  not  what  I would  consider  as  pleasure 
reading,  this  small  text  was  a joy  to  read  cover  to 
cover.  It  is  a collection  of  89  short  essays  on  a 
variety  of  topics  within  the  scope  of  general  medi- 
cine. These  represent  both  the  authors’  personal 
biases  and  state  of  the  art  thinking  from  current 
medical  literature.  In  these  essays  the  authors 
discuss  common  topics  and  controversies  quite 
likely  to  be  encountered  by  the  general  internist 
and  family  physician. 

There  is  something  to  learn  from  each  essay 
that  is  practical  and  relevant  to  primary  care 
practice.  It  is  not  a collection  of  obscure  facts 
to  be  memorized.  This  book  could  be  quite  use- 
ful in  reviewing  a variety  of  topics  to  prepare 
for  internal  medicine  or  family  practice  boards. 
Experienced  physicians  may  find  it  to  be  a help- 
ful tool  to  update  their  knowledge  of  general  medi- 
cine. It  is  an  interesting  little  book  which  I plan 
to  re-read  several  times. 

MANUAL  OF  OTOLARYNGOLOGY:  A SYMPTOM- 
ORIENTED  TEXT  by  Raymond  P.  Wood,  II,  M.D., 
and  Jerry  L.  Northern,  Ph.D.,  Williams  and  Wilkins 
Baltimore,  1979.  240  pp.  Illus.  Price  $15.95.  Pa- 
perback. 

This  book  presents  a brief  but  rather  complete 
look  at  the  scope  of  the  field  of  otolaryngology. 
The  authors  felt  that  this  type  of  text  was  needed 
because  ear,  nose,  and  throat  problems  comprise 
a large  part  of  a primary  care  physician’s  practice 
but  a very  small  part  of  the  medical  school 
curriculum.  Unfortunately,  this  book  does  not 
put  special  emphasis  on  the  common  problems 
most  frequently  seen  in  practice.  Rather  obscure 
conditions  receive  the  same  treatment  as  many 
common  complaints. 

A lengthy  chapter  on  neurotology  describes  ear 
and  vestibular  pathology  in  depth.  However, 
explanations  of  sophisticated  tests  used  in  the 
Continued  on  page  119 
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NEWER  CONCEPTS  IN  PAIN  THERAPY  BY 
APPLIED  PHARMACOLOGY  OF 
THE  ANALGESICS 


John  E.  Stambaugh,  Jr.,  M.D.  Ph.D. 


Despite  several  decades  of  intense  evaluation 
of  pain  and  extensive  accumulation  of  data  on  the 
pharmacology  of  the  analgesics,  clinicians  con- 
tinue to  misuse  and  abuse  analgesics  and  anal- 
gesic combinations.  In  order  to  eliminate  the  use 
of  ineffective  analgesics  and  to  put  analgesic  com- 
binations into  proper  perspective,  the  following 
summary  of  pain  patterns  and  mechanisms  of  ac- 
tion of  analgesics  is  presented.  Special  emphasis 
is  placed  on  the  pain  of  cancer. 

Before  analgesic  therapy  is  initiated,  a careful 
history  of  the  intensity  of  the  patient’s  pain  and 
a prediction  of  its  probable  duration  should  be 
made.  (Figure  1)  In  the  evaluation  of  analgesics, 
the  rating  of  pain  intensity  as  1,  mild;  2,  moder- 
ate; 3,  severe;  or  4,  very  severe,  can  serve  to  es- 
tablish the  intensity  of  baseline  pain,  and  offers 
a reference  for  later  analgesic  response.  Besides 
varying  in  intensity,  pain  is  of  either  acute  or 
chronic  nature.  The  disease  causing  the  pain 
can,  in  most  cases,  be  used  to  predict  the  duration 
of  the  pain  syndrome;  in  addition,  the  clinical 
course  of  the  patient  will  often  establish  pre- 
dictable patterns  of  pain. 

For  example,  the  pain  following  surgery,  acute 
myocardial  infarction,  or  fractures,  represents 
acute  pain  of  self-limiting  duration  regardless  of 
any  analgesic  treatment  administered.  At  the 
time  of  the  injury,  analgesia  in  doses  proportion- 
ate to  the  pain  should  be  administered  as  soon  as 
feasible  and  continued  at  frequent  enough  inter- 
vals to  control  the  pain  completely.  The  analgesic 
should  subsequently  be  tapered  as  the  natural 
reparation  process  intervenes,  and  should  be  dis- 
continued as  soon  as  the  pain  dissipates.  The  pain 

Dr.  Stambaugh  is  Associate  Professor  of  Pharmacology  and 
Assistant  Professor  of  Medicine  at  Jefferson  Medical  College, 
Philadelphia,  Pennylvania. 


of  delivery  is  a step-like  type  of  pain  which  builds 
as  labor  progresses  but  spontaneously  and  often 
euphorically  stops  with  delivery.  Such  pain  should 
be  treated  with  analgesics  proportional  to  the  ex- 
pected intensity  of  the  pain,  but  not  intended  to 
carry  over  significantly  after  delivery. 

The  pain  of  chronic  diseases  such  as  arthritis 
and  cancer  is  somewhat  more  challenging.  As 
these  patients  may  have  continued  need  for  anal- 
gesic therapy,  their  treatment  is  fraught  with  all 
the  problems  associated  with  any  therapy  of 
chronic  illness.  Careful  and  repeated  determina- 
tions of  the  intensity  of  their  pain  with  constant 
readjustment  of  analgesic  dosage  and  regimens 
is  necessary  for  the  best  management  of  chronic 
pain. 

The  chronic  pain  of  advanced  cancer  usually 
is  moderate  to  severe  in  nature.  It  is  often  pro- 
gressive in  intensity  and  duration,  and  is  often 
multicentric  in  origin  with  varying  degrees  of 
pain  at  each  site.  Pain  is  most  commonly  due 
to  bone  metastases,  but  may  originate  from  other 
organs,  or  from  nerve  root  involvement.  Com- 
plications of  cancer  such  as  ulceration,  secondary 
infection,  or  treatment  modalities  may  also  cause 
pain.  Regardless  of  the  severity  and  duration, 
cancer  pain  has  associated  symptoms  of  anxiety, 
fear,  and  depression  which  compound  the  clinical 
management  of  the  patient.  Management  of  can- 
cer pain  therefore  usually  involves  a combination 
of  analgesics  and  anti-anxiety/anti-depressive 
agents. 

There  are  many  analgesics  and  analgesic  com- 
binations available,  but  only  a few  are  actually 
needed  for  analgesic  therapy.  The  drugs  that 
should  be  considered  for  clinical  use  are  listed 
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with  their  mechanisms  of  action  and  comparative 
efficacy  in  Table  1.  Other  currently  available 
drugs  add  nothing  to  analgesic  therapy,  and  some 
are  detrimental. 

For  mild  to  moderate  pain  of  any  etiology, 
single  agent  therapy  with  acetylsalicylic  acid 
(ASA)  or  acetominophen  is  the  preferred  initial 
treatment.  Aspirin  works  by  inhibition  of  prosta- 
glandins and  modifies  pain  by  a peripheral  or 
somatic  mechanism.  Acetominophen,  which 
works  through  a pain  receptor  in  the  mid-brain, 
is  equivalent  to  acetylsalicylic  acid  in  analgesic 
potency,  is  additive  with  ASA  but  it  is  not  effec- 
tive as  an  anti-inflammatory  agent.  Aspirin  has 
little  or  no  anti-inflammatory  action  at  320  mg, 
but  can  produce  additional  pain  relief  beyond  640 
mg  by  its  anti-inflammatory  action.  Generally, 
blood  levels  of  ASA  are  high  enough  after  the 
administration  of  960  mg  to  reach  a ceiling  anti- 


inflammatory effect.  The  duration  of  action  of 
both  ASA  and  acetominophen  is  four  hours. 

The  combination  of  ASA  and  acetominophen 
can  be  more  effective  than  either  agent  used  alone 
because  each  has  a different  mechanism  of  action. 
When  the  combination  is  ineffective,  the  use  of 
either  agent  (or  both)  plus  a narcotic  such  as 
codeine  or  oxycodone  will  lead  to  additive  anal- 
gesia. The  added  narcotic  will  have  a limiting 
effect  due  to  development  of  tolerance  after  two 
weeks  in  those  patients  requiring  chronic  pain 
relief.  Abrupt  cessation  of  narcotics  will  also 
cause  withdrawal  symptoms.  The  administration 
of  morphine  (10  mg  q8h)  or  oxycodone  (10  mg 
q4h)  for  14  days  is  usually  adequate  to  produce 
physical  withdrawal  symptoms  when  challenged 
with  naloxone;  psychic  dependency  probably  oc- 
curs with  shorter  regimens.  The  best  prevention 
of  psychic  and  physical  dependency  is  by  titrating 


FIGURE  1 
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TABLE  1 

COMPARISON  OF  ANALGESICS 
MECHANISM  OF  ACTION  VS.  EFFICACY 


Analgesic 

Mechanism  of  Action 

Duration  of  Action 

Equianalgesic 

Ratio  to  Morphine 

A.  Acetylsalicylic  acid 

Prostaglandin 

inhibition 

4 

hours 

650 

mg*  = 

5 

mg 

morphine 

( peripheral ) 

B.  Acetominophen 

?Mid-brain- 
spinothalamic  tract 

4 

hours 

650 

mg*  = 

5 

mg 

morphine 

C.  Morphine  & Congeners 

Opium  receptor 

Morphine 

agonist 

4 + hours  (euphoria) 

10 

mg  — 

10 

mg 

morphine 

Codeine 

-cerebral  cortex 

4 

hours 

120 

mg  — 

10 

mg 

morphine 

Oxycodone 

4 

hours 

20 

mg  — 

10 

mg 

morphine 

Meperidine 

2 

hours 

100 

„ _ * * 

mg  — 

10 

mg 

morphine 

D.  Narcotic  Antagonist 

Opium  receptor- 

Butorphanol 

agonist  and  antagonist 

4 

hours 

2 

_ _ * * 

mg  — 

10 

mg 

morphine 

Nalbuphine 

action 

4 

hours 

10 

mg  — 

10 

mg 

morphine 

E.  Hydroxyzine 

Unknown  ( not  cerebral 

4-6  hours 

100 

mg**  = 

10 

mg 

morphine 

cortex ) 


* = oral 
* * = parenteral 


the  analgesic  to  the  pain,  using  it  no  more  and 
no  longer  than  necessary. 

Pain  due  to  bone  metastases  is  sometimes  palli- 
ated by  the  combination  of  anti-inflammatory 
agents  and  corticosteroids.  Prednisone  (5  mg 
p.o.  q.i.d.)  or  its  equivalent  can  be  very  effective 
in  relieving  cancer  symptoms,  including  pain. 
Steroids  can  enhance  the  sense  of  well-being,  re- 
duce tumor  edema,  and  possibly  reduce  toxicity 
from  cancer  treatments.  However,  steroids  are 
themselves  potentially  toxic  and  must  be  used  with 
caution. 

Morphine  is  the  only  parenteral  narcotic  that 
should  be  used  in  clinical  practice.  It  can  relieve 
even  severe  pain  if  the  dose  is  increased  even  to 
the  point  of  anesthesia.  Morphine  works  through 
opium  receptors  in  the  cerebral  cortex.  Its  four 
hour  duration  of  action  is  as  long  as  any  narcotic 
presently  available.  It  also  has  the  additional 
benefit  of  producing  a euphoria  not  seen  with 


most  narcotics.  Usually  morphine  should  be  given 
subcutaneously.  It  requires  five  to  15  minutes 
to  cross  the  blood  brain  barrier  to  reach  the 
opium  receptor.  In  acute  pain  from  venal  or 
biliary  colic  or  myocardial  infarction,  intravenous 
morphine  may  be  given  for  more  rapid  pain 
relief,  which  probably  occurs  through  peripheral 
rather  than  cortical  opium  receptors. 

Other  narcotics  have  the  same  mechanism  of 
action  as  morphine,  and  at  equi-analgesic  doses, 
they  have  the  same  toxicity.  They  differ  only  in 
the  route  of  administration,  potency,  and  dura- 
tion of  their  action. 

Meperidine  should  not  be  used  in  managing 
the  pain  of  cancer.  In  fact,  it  should  not  be  used 
to  control  any  clinical  pain,  except  for  short  pro- 
cedures, because  of  its  short  duration  of  action 
and  the  tendency  of  clinicians  to  use  ineffective 
doses.  Meperidine  is  often  erroneously  combined 
with  antihistamines,  tranquilizers,  or  sedatives; 
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TABLE  2 

RELATIVE  EFFICACY  OF  ANALGESICS 


MILD  PAIN 


ASA+/- 


MODERATE  PAIN 


ACETOM INOP HEN 


SEVERE  PAIN 


ASA+/ or  ACETOMINO}?HEN 
+/or  MORPHINE  CONGENERS 


ZOMEPIRAC 


MORPHINE  OR  CONGENERS  (NOT  MEPERIDINE) 
+/o£  HYDROXYZINE 

l 

I 

i 

NARCojriC  ANTAGONISTS 

i 

l 

i 


these  combinations  increase  potential  toxicity  but 
not  analgesia. 

Hydroxyzine  can  be  used  to  enhance  narcotic 
analgesia.  It  is  particularly  useful  as  a pre-anes- 
thetic agent  before  surgery  or  for  short  term 
treatment.  . As  an  analgesic,  hydroxyzine  has  a 
long  duration  of  action  (six  hours).  The  anti- 
anxiety effects  of  the  drug  are  also  important  in 
the  management  of  the  triad  of  fear,  tension,  and 
pain.  The  burning  associated  with  its  parenteral 
administration  limits  its  use.  However,  higher 
than  usual  doses  may  be  given  successfully. 

The  so-called  '‘Brompton’s  mixture,”  which 
varies  from  pharmacy  to  pharmacy  but  generally 
contains  either  morphine  or  methadone  with  co- 
caine, may  be  useful  in  terminal  patients  because 
it  leads  to  a sense  of  well-being.  However,  it  is 
no  more  effective  as  an  analgesic  than  morphine 
alone.  It  should  not  be  used  for  patients  who  can 
be  controlled  with  analgesic  regimens. 

Methadone  therapy  when  slowly  titrated  to 
reduce  pain  versus  toxicity  is  effective  in  many 


but  not  all  patients  with  chronic  severe  pain. 
Methadone  should  be  started  at  low  doses  (2.5- 
5.0  mg  q.i.d.)  and  the  regimen  adjusted  every 
48  to  72  hours  due  to  the  long  half-life  of  the 
drug  and  consequent  propensity  for  cumulative 
toxicity.  Morphine  or  an  equivalent  analgesic 
supplement  should  be  used  until  analgesia  results 
with  methadone.  Toxicity  due  to  methadone  may 
take  48  to  72  hours  to  disappear  and  may  be 
life  threatening. 

Amphetamines  or  amphetamine-like  com- 
pounds have  an  analgesic  activity  and  may  reduce 
the  toxicity  of  methadone  due  to  their  stimulating 
effects.  Controlled  clinical  trials  using  such  com- 
binations are  needed,  but  initial  studies  suggest 
that  higher  doses  of  methadone  can  be  tolerated 
when  methadone  is  combined  with  amphetamines. 
Severe  toxicity  can  result  from  the  combination 
of  methadone  and  CNS  depressants  or  non-MAO 
inhibitor  antidepressants. 

The  narcotic  antagonists  butorphanol  and  nal- 
buphine are  actually  agents  with  both  agonist  and 
antagonist  activity  on  the  opium  receptor.  They 
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offer  an  approach  to  the  management  of  acute 
and  chronic  pain  which  includes  the  analgesic 
efficacy  of  morphine,  but  with  less  toxicity  and 
potential  for  addiction.  Both  butorphanol  and 
nalbuphine  have  no  cardiac  suppressant  effects, 
less  gastrointestinal  toxicity  than  morphine,  and 
apparently  a ceiling  effect  with  respect  to  respira- 
tory toxicity.  Nalbuphine  has  a lesser  analgesic 
potency  than  butorphanol,  but  the  former  can  be 
given  subcutaneously,  which  is  an  advantage  for 
chronic  administration.  Before  using  an  agonist- 
antagonist  analgesic,  the  clinician  should  take  a 
careful  history  of  recent  narcotic  usage  because 
severe  acute  withdrawal  can  be  precipitated  with 
these  agents.  Pentazocine  has  the  disadvantage 
of  producing  psychotic  reactions,  especially  dys- 
phoria, and  will  probably  be  replaced  by  the 
newer  agonist-antagonists. 

The  recent  discovery  that  the  brain  produces 
an  endogenous  analgesic  with  activity  at  the  mor- 
phine receptor  has  led  to  many  clinical  specula- 
tions. There  appear  to  be  two  substances,  enke- 
phalin and  y3-endophin  which  are  small  peptides, 
synthesized  in  the  brain,  not  in  the  pituitary  as 
originally  suspected.  These  compounds  have 


both  morphine-like  analgesic  activity  and  mor- 
phine receptor  activity.  The  role  of  these  agents 
in  pain  tolerance  and  in  acupuncture,  placebo, 
and  nerve  stimulation  responses  is  still  under  dis- 
cussion. Variation  in  patient  response  to  anal- 
gesics may  be  related  to  endogenous  levels  of 
natural  transmitters.  Ultimately,  the  stimulation 
of  these  substances  by  exogenous  methods  may 
lead  to  advances  in  analgesic  therapy,  especially 
in  chronic  pain. 

Currently  many  analgesics  are  misused.  The 
morbidity  resulting  from  misuse  and  abuse  of 
analgesics  and  from  ineffective  combinations  may 
exceed  the  benefits  derived.  Better  pain  relief 
can  be  achieved  by  appropriate  analgesic  pre- 
scriptions. If  the  combinations  used  are  limited 
to  agents  with  different  mechanisms  of  action,  ad- 
ditive analgesia  will  result.  By  using  a single 
agent  whenever  possible,  at  the  lowest  dose  neces- 
sary, toxicity  will  be  minimized.  Adjusting  the 
dose  to  the  intensity  of  the  pain  and  repeating 
the  dose  at  frequencies  related  to  the  duration  of 
action  of  the  particular  analgesic  agent  promote 
balanced  analgesia  and  can  eliminate  peaks  and 
valleys  of  pain  relief. 
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WHO’S  PAYING  THE  PIPER? 

In  1965  after  a woman  had  a hysterectomy  per- 
formed in  a hospital  in  Wilmington,  the  United 
Insurance  Company  requested  a report  of  her 
hospital  charges.  A copy  of  this  report  was  still 
on  her  chart  when  she  recently  visited  the  out- 
patient clinic  of  the  same  hospital.  From  what 
you  personally  know  of  inflation  and  of  “the 
mounting  cost  of  medical  care”  (a  phrase  repeated 
so  often  it  has  become  a cliche),  what  do  you 
suppose  was  the  total  hospital  bill  15  years  ago 
for  a nine-day  stay  during  which  an  “abdominal 
hysterectomy  with  incidental  appendectomy”  was 
performed? 

The  room  charge  for  a ward  bed  was  $19  a 
day  then;  the  total  bill,  $399.  There  arc  still  a 


few  ward  beds  left  in  that  same  hospital;  the 
daily  charge  now  for  staying  in  one  of  them  is 
$100.  A semi-private  room,  the  most  usual  acom- 
modation,  costs  $170;  it  was  around  $47  in  1965. 

The  same  day  the  1965  bill  came  to  my  atten- 
tion so  did  a statement  for  care  given  this  year 
to  a baby  who  died  during  his  second  hospital 
day.  The  “room  charge”  for  two  days  in  the 
pediatric  ICU  alone  cost  $580 — more  than  the 
entire  hospital  bill  of  the  young  woman  who  had 
a surgical  operation  and  stayed  nine  days  in  1965. 

I'he  Wilmington  Medical  Center  recently  issued 
an  casy-to-understand  annual  report  which  ex- 
plained where  the  Center’s  funds  came  from  last 
year  and  how  they  were  spent.  With  but  a small 
increase  in  patients  admitted  (-(-1.5%)  and 
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babies  born  (+5.5%)  and  an  actual  decline 
albeit  tiny  in  hospital  patient  days  of  care 
(—0.2%),  the  Center’s  expenses,  which  may  be 
presumed  to  be  comparable  to  those  of  similar 
American  hospitals,  increased  by  11%. 

About  one  fifth  of  the  outlay  went  for  nursing, 
another  fifth  for  room  and  “hotel  services,”  in- 
cluding meals  and  laundry.  But  where  the 
money  came  from  for  this  good-sized  operation 
($110,500,000  in  ’79  to  ’80;  $99,244,000  the 
year  before)  is  perhaps  more  interesting  to  phy- 
sicians. Private  insurers  including  Blue  Cross 
paid  about  half  of  the  operating  dollars;  the  fed- 
eral government,  about  40% ; and  patients  them- 
selves only  4%.  It  is  also  of  note  that  the  State 
of  Delaware  was  responsible  for  only  five  cents 
of  every  dollar  used  in  the  operation  of  the  Wil- 
mington Medical  Center,  which  seems  an  aston- 
ishingly small  amount  considering  the  dearth  of 


state  or  county  supported  facilities  for  inpatient 
and  outpatient  care  in  Delaware. 

It  is  almost  a unanimous  opinion  that  with 
the  return  of  the  Republicans  to  control  of  the 
executive  branch  of  the  federal  government  and 
most  of  the  important  senatorial  committees,  any 
recent  trends  towards  expansion  of  federally 
financed  medical  care  will  halt.  It  seems,  how- 
ever, just  as  probable  that  the  newly  empowered 
fiscal  conservatives  will  take  an  even  more  active 
interest  than  their  predecessors  in  the  costs  of 
health  care  for  which  the  federal  government 
is  already  obligated. 

For  although  we  have  now  arrived  at  an  era 
of  mainly  electronic  musical  instruments  (as  well 
as  ICU  monitors),  it  is  still  true  that  he  who 
pays  the  piper,  even  if  unable  to  call  all  the  tunes, 
will  exert  a great  influence  on  the  program. 

B.Z.P. 
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THE  GROWING  DOCTOR  GLUT 


Daniel  S.  Greenberg 


Washington’s  medical  mandarins  are  wringing 
their  hands  over  what  they  see  as  a bank-breaking 
doctor  surplus  coming  from  record  enrollments 
in  the  nation’s  medical  schools. 

But  what  might  as  well  be  acknowledged  about 
the  doctor  explosion  is  that  medical  education 
is  culturally  and  politically  invulnerable  to  throt- 
tling back.  And  once  that  point  has  been  ab- 
sorbed, some  thought  should  be  given  to  oppor- 
tunities that  might  be  found  in  the  lamented  ‘'sur- 
plus” for  turning  loose  some  supply-and-demand 
forces  on  the  economics  of  health  care. 

Recent  experience  doesn’t  offer  encouragement 
for  that  possibility,  since  medicine  is  the  only 
remaining  line  of  work  in  which  superior  earnings 
await  every  certified  job  seeker.  As  high  as  they 
are,  however,  doctor  fees  are  only  about  20  per- 
cent of  the  nation’s  $200-billion-a-year  medical 
bill;  the  big  costs  are  in  the  medical  services  and 
supplies  that  they  order  for  their  patients,  such 
as  hospitalization,  tests,  drugs  and  medical  de- 
vices. Thus,  large  and  annually  increasing  sums 
are  associated  with  each  medical  practitioner — 
which  is  why  the  paymasters  for  government 
health  care  systems  look  with  horror  on  the  basic 
statistics:  in  1975,  the  number  of  doctors  in  prac- 
tice totaled  378,000;  the  figure  is  now  450,000, 
and  by  1990,  the  total  will  be  around  600,000,  ac- 
cording to  a report  published  last  week  by  the  con- 
gressional office  of  Technology  Assessment.  In 
terms  of  doctor-population  ratios,  the  United 
States  was  at  176  per  100,000  in  1975;  the  1990 
figure  is  forecast  at  235  per  100,000,  and  that’s 
reasonably  reliable,  given  the  predictability  of  en- 
rollments and  populations  trends.  Measured  by 
the  ratios  of  industrialized  countries  with  admir- 
able health  records,  the  United  States  has  plenty 
of  doctors,  though  too  many  are  clustered  in  some 
places,  while  insufficient  numbers  are  in  others. 

Meanwhile,  the  great  medical-education  ma- 

Mr.  Greenberg  is  Washington  Columnist  for  the  New  England 
Journal  of  Medicine  and  a syndicated  columnist  for  the  W ashington 
Post. 

This  article  originally  appeared  in  the  Washington  Post  and  has 
been  reprinted  with  permission. 


chine  continues  to  produce  them,  at  the  rate  of 
some  16,000  per  year,  with  the  output  due  to  rise 
soon  as  several  new  schools  join  the  126  now  in 
operation.  The  question  of  why  we  continue, to 
turn  out  so  many  new  physicians  when  it  would 
be  sensible  to  make  more  effective  use  of  existing 
ones  has  occupied  many  scholarly  conclaves.  But 
there’s  no  real  mystery  in  America’s  extraordinary 
overspending  on  medical  training.  Medicine  is  a 
high-prestige,  high-income  profession  without  peer 
in  terms  of  combining  doing  well  and  doing  good. 

Even  with  post-college  training  taking  a total 
of  six  to  eight  years  and  some  tuitions  running  at 
$15,000  a year,  every  school  receives  more  quali- 
fied applications  than  can  be  accepted.  The  yen 
for  joining  the  profession  is  so  strong  that  some 
5,000  Americans  who  couldn’t  gain  admission  at 
home  are  studying  abroad — usually  at  premium 
tuitions — in  the  hope  of  completing  a long  and 
roundabout  route  to  practice  in  the  United  States. 
Customer  demand  for  medical  training  has,  in 
fact,  created  a bizarre  political  paradox  in  medi- 
cal education:  keeping  existing  schools  above 
water  financially  while  fending  off  promoters  who 
want  to  start  new  ones. 

The  coming  doctor  glut  is  regarded  with  fore- 
boding because  medicine  in  its  recent  history  has 
managed  to  detach  itself  from  ordinary  economics. 
The  process  all  along  has  been  that  doctors  pre- 
scribe, patients  receive  and  insurance  organiza- 
tions pay.  The  system  has  been  durable  and  highly 
resistant,  if  not  altogether  immune,  to  promoting 
thrift  in  the  provision  of  health  care.  But  this 
need  not  necessarily  remain  the  case  in  the  coming 
era  of  abundant  medical  manpower,  and  there 
are  signs  that  suggest  that  shifts  along  those  lines 
may  be  in  the  works. 

In  many  communities,  particularly  in  the  fast- 
growing Sun  Belt  — popular  areas  for  newly 
trained  physicians  — open  advertising  keyed  to 
price  and  accessibility  is  fast  becoming  a part  of 
medical  practice.  Among  the  rapidly  growing 
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facets  of  medical  practice  are  the  privately  oper- 
ated medical  offices,  known  in  the  trade  as  minor 
emergency  clinics,  that  are  springing  up  in  heavily 
trafficked  areas,  such  as  shopping  centers.  They 
are  well  equipped,  staffed  for  long  hours  and  stra- 
tegically priced  just  below  the  going  rate  for  a 
visit  to  a conventional  office. 

Note  these  developments,  small  as  they  may 
be  at  this  point,  and  then  consider  that  the  big 
insurance  systems,  Medicare,  Medicaid  and  the 
‘"Blues,”  are  at  long  last  encountering  serious  re- 
sistance from  those  who,  in  one  way  or  another, 
provide  the  wherewithal  for  their  reimbursements 
to  the  health-care  system.  The  response  of  the 
insurers  is  to  demand  medical  economizing,  not 
because  they  want  it,  but  because  there’s  no  other 
out. 

What  ought  to  be  recognized  about  the  doctor 
surplus  is  that  it  is  unstoppable;  the  task  of  policy- 
makers, then,  is  to  exploit  it  for  bringing  care  to 
those  who  have  been  bypassed  by  our  medical  af- 
fluence and  for  bringing  restraint  to  health  eco- 
nomics. 
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BIOMEDICAL  USE  OF  THE 
GREAT  APES 

Kenneth  G.  Gould,  Ph.D.,  MRCVS,  Chief 
of  the  Division  of  Reproductive  Biology,  Yerkes 
Regional  Primate  Research  Center,  Emory  Uni- 
versity, Atlanta,  Georgia.  Adapted  from  a pres- 
entation at  the  Medical  Society  of  Delaware’s 
190th  Annual  Meeting. 

The  great  apes  are  very  similar  to  man  in  terms 
of  anatomy  and  physiology.  This  similarity  makes 
them  attractive  as  surrogates  for  experimentation 
directed  to  solution  of  biomedical  problems  in 
man.  The  great  apes  are  large,  and  have  the  ad- 
vantage that  human-sized  telemetry  equipment 
and  prostheses  can  be  used.  Large  volumes  of 
body  fluids  and  tissues  can  be  obtained  easily  for 
experimental  purposes.  They  are,  however,  en- 
dangered species,  and  their  relatively  small  num- 
bers and  high  cost  of  maintenance  militate  against 
their  experimental  use  in  addition  to  the  ethical 
constraints  inherent  in  animal  experimentation. 

It  is  possible  to  identify  areas  of  research  in 
which  the  apes  can  legitimately  be  involved.  This 
discussion  details  such  application  in  the  study 
of  language,  maturation,  and  reproduction.  In 


language  the  superior  cognitive  capabilities  of 
the  apes  combined  with  anatomical  reasons  for 
lack  of  speech  render  them  suitable  for  studies 
directed  to  understanding  of  alternative  means 
of  communication.  Such  studies  have  applica- 
tion to  work  with  autistic,  retarded,  and  dumb 
children. 

The  apes  represent  the  only  nonhuman  model 
for  study  of  endocrine  maturation,  and  this  has 
been  documented  by  analysis  of  temporal  changes 
in  adrenal  and  gonadal  steroid  levels.  The  un- 
derlying mechanisms  of  maturation  have  not  been 
elucidated,  and  the  apes  are  prime  candidates  for 
intensive  research  in  this  area. 

Reproductive  physiology  of  the  apes  both  in 
nonpregnant  and  pregnant  cycles  is  impressively 
similar  to  the  human.  The  apes,  primarily  the 
chimpanzee,  are  being  utilized  in  research  di- 
rected to  understanding  of  the  fertilization  pro- 
cess and  of  early  embryonic  mortality;  in  develop- 
ment and  evaluation  of  novel  nonsteroidal  meth- 
ods of  fertility  control  at  the  cervical  level;  and 
in  basic  research  into  endometrial  and  ovarian 
physiology.  There  is  much  yet  to  learn  about 
the  apes,  but  already  they  have  a special  and 
valuable  role  to  play  in  biomedical  research. 
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^ettens  to  the  Editor 


SURGICAL  TREATMENT  OF  SEPTIC  ARTHRITIS 

To  the  Editor: 

I am  writing  this  letter  in  response  to  an  ar- 
ticle by  Dr.  Gary  Fleisher  entitled  Pediatric  Skin, 
Soft  Tissue,  and  Bone  Infections  which  appeared 
in  the  November  1980  issue  of  the  Delaware 
Medical  Journal. 

Overall,  Dr.  Fleisher  has  written  an  excellent 
article  covering  this  area;  however,  I must  take 
exception  to  one  statement  regarding  the  indica- 
tion for  surgical  drainage  of  a purulent  septic 
joint  in  a child.  Dr.  Fleisher  quite  properly 
states  that  in  children  under  one  year  of  age,  or 
with  a hip  joint  infection,  drainage  must  be  sur- 
gical, but  considers  that  “In  an  older  child  with 
a septic  joint,  other  than  a hip,  removal  of  the 
purulent  synovial  material  can  usually  be  achieved 
by  daily  arthrocentesis.  If  satisfactory  drainage 
cannot  be  accomplished  by  closed  aspiration  or 
if  the  fluid  reaccumulates  after  the  fifth  day,  sur- 
gical treatment  is  indicated.” 

I take  exception  to  the  latter  statement,  which 
I consider  an  unacceptable  approach  to  the  man- 
agement of  pus  in  a joint.  There  is  nothing  lost 
by  doing  a surgical  decompression  of  pus  in  the 
joint  initially  and  there  is  a great  deal  to  be 
gained.  Pus  in  a joint  not  only  builds  up  pressure, 
it  contains  toxins  which  can  destroy  articular 
cartilage.  Although  pus  can  be  removed  by  re- 
peated arthrocentesis,  it  is  an  uncomfortable  thing 
to  do  to  a patient  every  day;  one-time  surgical 
decompression  when  the  diagnosis  is  confirmed 
by  aspiration  is  a much  more  satisfactory  ap- 
proach to  the  problem. 

I am  aware  of  very  few  cases  where  surgical 
decompression  has  compounded  the  problem,  but 
I am  aware  of  many  cases  where  failure  to  sur- 
gically decompress  the  joint  either  by  waiting  or 
by  performing  daily  arthrocentesis  has  resulted 
in  complete  or  partial  joint  destruction.  Although 
one  may  get  away  with  non-operative  treatment 


and  still  achieve  an  acceptable  result,  this  is  akin 
to  playing  with  fire.  If  the  organism  is  very  sensi- 
tive to  antibiotics,  is  caught  within  24  hours,  has 
not  caused  thick  synovitis  and  has  caused  no 
thick  pus  and  necrotic  debris,  then  closed  treat- 
ment may  be  started  and  good  results  may  be  ex- 
pected. 

This  is  an  instance  where  surgical  drainage 
should  be  called  “Conservative  Treatment”  and 
repeated  aspiration  should  be  called  “Radical 
Treatment.”  Once  you  have  lost,  you  have  lost 
big.  To  prevent  these  few  big  losses,  ie,  a life- 
time with  a bad  joint,  the  Radical  Treatment 
must  be  approached  very  carefully  and  Conserva- 
tive Treatment  applied  sooner. 

As  an  orthopedic  surgeon  with  an  interest  in 
septic  joint  problems,  I am  concerned  that  Dr. 
Fleisher’s  comments  may  be  followed  indiscrimi- 
nately by  physicians  with  no  surgical  experience 
with  consequent  bad  results  that  could  have  been 
avoided. 

Stephen  L.  Hershey,  M.D. 
& % 

CHOICE  OF  PERSONAL  PHYSICIAN  IN 
DELAWARE  S HMO 

To  the  Editor: 

In  the  News  Journal  article  of  February  6 dis- 
cussing Blue  Cross  and  Blue  Shield’s  proposed 
closed  panel  HMO,  it  was  stated,  “With  a group 
HMO,  members  have  their  own  doctor  and  see 
him  for  most  of  their  care.” 

While  this  is  technically  correct  in  that  each 
patient  must  choose  a new  personal  physician 
from  the  panel,  I think  this  is  misleading,  because 
it  lets  patients  believe  they  could  have  their  own 
physicians  even  if  they  are  not  members  of  the 
panel. 

Sincerely, 

David  Platt,  M.D. 
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PORTRAIT  OF  THE  DOCTOR 
AS  A DYING  MAN 

A MEMOIR  BY  JOHN  McCLENAHAN 


After  two  operations  and  a period  of  declining 
health,  the  old  man  died  early  one  morning  in  a 
suburban  hospital.  We  can  call  him  Craig  Brinton, 
M.D.  At  four  o’clock  the  night  supervisor  tele- 
phoned to  tell  me  that  his  departure  had  been 
quiet,  and  asked  me  to  come  in,  sign  the  papers, 
and  notify  his  family. 

As  I dressed  in  the  dark,  my  wife  said,  “Has 
he  gone?” 

“Yes.” 

“Peacefully?” 

“It  sounded  that  way.” 

“You  handled  that  one  pretty  well,  dear.” 

“Oh,  I don’t—” 

“You  never  let  me  finish.  You  gave  that  dear 
man  exactly  what  he  asked  for:  no  tubes  or  chemi- 
cals at  the  end;  no  antibiotics.  Only  morphine,  a 
little  cocaine,  hours  of  conversation,  and  your 
presence.”  She  yawned.  “I  hope  I’m  as  lucky 
when  the  times  comes.” 

“Never  fear,”  I said.  “You’re  going  to  turn 
into  a laurel  like  Daphne,  the  Greek  girl.  But 
thanks  for  the  kind  words.” 

Downstairs  in  the  dim  light  of  the  front  hall, 
Sheba,  my  Labrador  retriever,  stretched  and  held 
up  her  muzzle  to  me.  The  September  air  was 
heavy,  humid.  I strolled  along  a deserted  street, 
my  coat  slung  over  my  shoulder,  through  shadows 
of  maple  boughs,  past  hedges  singing  with  crickets. 
At  the  hospital  the  night  watchman  let  me  in  and 
the  telephone  operator  waved  good  morning. 

In  July  Dr.  Brinton  had  taken  a bad  turn  and 
I interrupted  my  vacation  to  call  on  him  at  home. 
He  was  stretched  out  on  a wicker  chaise  longue 

Dr.  McClenahan  is  a practicing  radiologist  in  Philadelphia,  Penn- 
sylvania. His  previous  writings  include  a book,  Radiology  as  an 
Art,  and  Other  Essays. 

Copyright  1978,  by  The  Atlantic  Monthly  Company,  Boston, 
Massachusetts.  Reprinted  with  permission. 


in  his  garden.  I was  startled  to  note  how  quickly 
he  had  failed.  Never  robust,  he  was  now  a stick 
of  a man  wrapped  in  a worn  blue  flannel  bath- 
robe. Stubble  bristled  from  his  thin  jaw.  His 
guardsman’s  mustache  drooped  untrimmed,  un- 
waxed, over  his  lip.  A small  book,  bound  in  calf- 
skin, lay  open  on  his  lap. 

I said,  “What  happened?” 

“Time  passed,”  he  said.  “And  now  I feel 
singularly  depleted.” 

I untied  his  robe  and  ran  my  hand  across  his 
abdomen.  There  was  nothing  to  feel  but  a huge 
liver,  gnarled  and  stony  hard. 

“How  are  the  bowels?” 

“Erratic.  They  move  every  day  but  occasion- 
ally at  inconvenient  moments.” 

“What  are  you  reading?” 

He  picked  up  his  book.  “Hazlitt’s  Table  Talk. 
Are  you  familiar  with  it?” 

“I  was  made  to  read  Hazlitt  in  college,  but  I 
like  him  anyway.” 

“He  was  a neglected  master  of  prose.  Few 
writers  could  so  sharply  judge,  to  the  very  last 
grain,  exactly  how  much  meaning  a sentence  could 
carry.  You  must  recommend  him  to  your  pa- 
tients. He  gives  them  so  much  to  hold  lightly  in 
hand.” 

“I  remember  that  he  never  raised  his  voice.” 

“Never.  And  everything  on  earth  interested 
him.  I’ve  just  finished  what  he  had  to  say  about 
travel.  Listen  to  this,  John:  ‘We  go  a journey 
to  be  free  of  all  impediments;  to  leave  ourselves 
behind 

“Didn’t  he  write  that  the  soul  of  conversation 
is  sympathy?” 
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‘'Yes,”  he  said,  pulling  himself  up  on  his  chair. 
“But  how  sad  that  we  doctors  forget  it.  I was 
interested  to  learn  not  long  ago  that  the  faculty  of 
one  of  our  medical  schools  includes  a functionary 
whose  title  is  ‘Coordinator  of  Approach  to  the  Pa- 
tient.’ I can  show  it  to  you  in  a catalogue.  Pic- 
ture the  smile  on  Hazlitt’s  face  today,  sitting  in 
a classroom,  when  such  a one  would  stand  and 
write  on  the  blackboard:  ‘In  approaching  sick 
people  the  soul  of  conversation  is  sympathy.’  Up 
until  recent  times  such  instruction  was  given  at 
home  at  the  dinner  table.  Did  I tell  you  what 
happened  to  me  twenty-four  hours  after  my  last 
operation?  I was  in  pain  and  asked  to  see  the 
resident  surgeon.  He  approached  with  my  chart 
in  hand  and  said:  ‘Now  let’s  see;  just  when  were 
you  operated  on?’  ” 

“A  brave  beginning,”  I said.  “Tell  me,  do  you 
think  it’s  possible  to  teach  either  conversation  or 
sympathy  in  medical  school?” 

“Probably  not.  It’s  much  too  late.  During  my 
recent  detentions  in  medical  centers  it  became 
quite  clear  that  listening  is  a vanishing  art.  Ma- 
chines have  taken  over  the  function  of  interroga- 
tion. My  doctors  knew  what  forms  to  fill  out, 
what  prescriptions  were  called  for,  and  what  con- 
sultants to  summon.  I was  bled  each  morning. 
But  no  one  listened  to  me  and  no  one  knew 
what  to  say.” 

“Why  should  that  be?” 

“I  think  two  things  are  responsible.  Doctors 
today,  for  a variety  of  reasons,  are  in  deep  distrust 
of  simplicity,  and  few  things  are  simpler  than 
listening.  Then  there’s  the  matter  of  haste — 
what  an  Englishman  called  ‘our  therapy  of  per- 
petual activity.’  ” 

I asked  him  what  things  besides  sympathy  keep 
conversation  alive. 

“The  idea  of  an  amicable  truce  between  minds 
— a temporary  indifference  to  winning.  We’re  still 
at  work  in  America  taming  the  wilderness.  Every- 
one is  trying  to  succeed,  doctors  included,  and  a 
speculative  mind,  contented  with  life,  finishes  last. 
I know  a physician  in  New  England  with  an  in- 
ternational reputation  as  a clinician  and  research 
worker.  His  bosom  is  festooned  with  decora- 
tions. He’s  in  demand  all  over  the  world  as  a 


speaker  at  medical  meetings.  But  what  a tiresome 
man!  His  words  bring  no  comfort  or  cheer  to 
either  the  hale  or  the  ailing.  A week  with  him 
alone  in  an  open  boat  would  be  a disaster.  In 
discourse  he  smashes  every  lob.  He  demolishes 
every  hypothesis,  never  once  examining  it,  how- 
ever grotesque,  scrutinizing,  turning  it  over  to 
marvel.  For  all  their  erudition,  the  best  doctors 
I’ve  known  were  wonderers.” 

He  asked  for  a cigarette  and  I held  up  a match. 
It  was  time  to  go. 

After  August  he  never  left  his  bed.  I visited 
him  in  his  cluttered  room  overlooking  Brandy- 
wine Creek  and  the  wooded  hills,  an  emaciated 
figure,  skin  pale  yellow,  propped  up  in  an  enor- 
mous four-poster  bed.  Trophies  hung  on  every 
wall:  diplomas,  a Distinguished  Service  Cross 
won  for  valor  in  a station  hospital  at  Anzio,  as 
well  as  photographs  of  dogs  and  children,  and  a 
Durer  woodcut,  The  Annunciation.  We  gos- 
siped for  a time  and  I asked  if  he  had  been  able 
to  eat. 

“A  little,”  he  said.  “One  lamb  chop  for  lunch 
and  I kept  it  down.  I’ve  become  a connoisseur 
of  Junket!  And  the  journey  has  carried  me  be- 
yond a critical  outpost — I can  no  longer  look  at 
alcohol.  Even  the  sight  of  a sherry  flip  makes 
me  cringe.” 

“What  about  the  cancer  drugs?  Is  the  fluoro- 
uracil  helping?” 

“Not  very  muoh.  Why  don’t  we  discontinue 
it?  My  veins  will  call  you  blessed.” 

“Very  well.  Are  you  having  any  pain?” 

“Some  in  my  chest.  Quite  a lot  in  my  right 
flank.  And  I could  do  without  the  constant 
nausea.” 

I took  a bottle  from  my  pocket.  “Here’s  some- 
thing better  than  sherry.  Brompton  Mixture,  rich 
in  comforting  herbs.  Keep  it  on  your  bedside 
table  and  take  a spoonful  when  necessary  for  the 
drearies.” 

“You’re  very  kind.  I’ll  use  it  faithfully.  Now 
tell  me  what  you’ve  been  up  to.” 

I looked  at  his  diplomas.  “I’ve  won  an  award.” 

“Congratulations!  For  what?” 
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“The  American  Medical  Association  has  certi- 
fied me  a Recognized  Physician  until  August  1, 
1979.” 

“I’m  deeply  impressed.  How  did  you  come  by 
this  coveted  honor?” 

“I  accumulated  one  hundred  and  fifty  credit 
hours  of  Continuing  Medical  Education  of  which 
at  least  sixty  were  in  Category  I.” 

“How’s  that  again?” 

“Category  I is  a planned  program,  coordinated, 
administered,  and  evaluated  in  terms  of  specific 
educational  objectives.” 

“Aha!” 

He  scratched  his  chin  and  looked  out  the  win- 
dow. “How  does  it  feel  to  be  Recognized?” 

“Pretty  good.  I laid  in  some  new  facts  and 
theories  in  the  process,  but  on  the  whole  the  sen- 
sation is  one  of  shortness  of  breath  after  a scram- 
ble for  credits.” 

He  smiled.  “Be  kind  to  the  AMA.  It’s  been 
everyone’s  whipping  boy  for  too  long.  At  least 
give  them  credit  for  the  hours  of  thought  and 
compromise  that  went  into  that  title,  Recognized 
Physician.  I wonder  if  everyone  realizes  how 
quickly  doctors  get  rusty  and  how  great  is  their 
need  for  periodic  scouring.  And  how  neat  a trick 
it  must  be  to  try  to  measure  a doctor’s  com- 
petence! His  command  of  facts,  yes.  His  judg- 
ment, perhaps,  with  the  aid  of  batteries  of  com- 
puters. But  grading  him  as  a healer  is  something 
else,  his  art  is  so  shot  through  with  abstractions, 
so  shaped  by  attitudes,  intuitions,  values,  and 
other  subtle  emanations.  Like  any  other  art,  I 
think  it  has  to  be  measured  by  its  effect  on  a 
person,  in  the  manner  of  an  Impressionist  land- 
scape or  a Bach  fugue.  How  tempting  it  would 
be  to  suggest  that  patients  be  given  the  grade 
books,  but  here  some  distressing  problems  arise: 
the  enduring  success,  alas,  of  quackery  and  facile 
manipulation  just  short  of  it,  particularly  at 
present  when  consumers  hold  so  many  standards 
of  quality  under  suspicion.  And  yet  I know  of 
so  many  cures  that  cannot  be  rationally  accounted 
for.  Did  you  ever  stand  in  the  courtyard  of  Sainte 
Anne  de  Beaupre  and  try  to  count  the  crutches  on 
the  church  facade?” 


“Of  course  there  are  miraculous  cures,”  I said. 
“But  doctors  must  bring  off  their  share  of  recov- 
eries, too.  Even  the  incompetent  ones.  From 
your  years  of  observation,  how  do  you  tell  a good 
doctor  from  a bad  one,  leaving  competence 
aside?” 

“A  good  one  or  a successful  one?” 

“A  good  one.” 

“By  his  honesty,  principally,  though  some  of' 
the  most  honest  have  small  practices.  Here  one 
comes  to  rely  on  two  sources  for  help:  medical 
students  and  children.  In  their  second  and  third 
years,  before  their  own  pretensions  begin  to  ripen, 
medical  students  can  spot  humbug  at  fifty  paces. 
They  openly  declare  it.  And  children,  in  general, 
sense  and  trust  honest  doctors.  Outside  of  the 
field  of  geriatrics,  beware  of  doctors  with  few 
children  as  patients.” 

“Are  good  doctors  honest  with  patients?” 

“Frequently.  But  the  perversions  of  honesty 
are  all  too  often  sadism  in  masquerade.  Do  you 
remember  the  Greek  word  pharmakon?  It  means 
both  remedy  and  poison.  Honesty  in  a sickroom 
is  as  two-edged.  Only  an  expert  knows  how  much 
to  employ.” 

“You  spoke  of  its  perversions.” 

“They  seem  to  me  to  be  becoming  more  com- 
monplace and  more  profitable.  Some  doctors  use 
them  to  frighten  patients,  others  to  reinforce  sub- 
mission or  to  satisfy  a craving  for  indispensa- 
bility.” 

“Would  you  give  me  an  example?” 

“Certainly.  A middle-aged  widow,  obese  and 
affluent,  awakes  late  at  night  with  upper  ab- 
dominal pain.  It  is  eventually  presumed  to  be 
due  to  a hiatus  hernia.  But  on  the  night  in  ques- 
tion she  summons  a young  doctor,  newly  arrived 
in  the  community,  eager.  His  particular  interest 
is  in  cardiology.  He  arrives  promptly,  carrying 
his  new  electrocardiographic  machine.  He  uses 
it,  and  after  examining  the  tracings,  he  gives  the 
lady  an  injection.  ‘Mrs.  W — ,’  he  says,  ‘I’m  going 
to  be  absolutely  honest  with  you.  If  you  had 
called  me  five  minutes  later,  or  if  I hadn’t  been 
at  home,  or  if  I had  failed  to  come  at  once,  I 
dread  very  much  to  think  of  what  might  have 
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happened  to  you  tonight.’  Now,  clearly,  there 
was  no  fraud  in  this  effusion.  It  was  nothing  but 
alert  merchandising,  and  entirely  ethical.  But 
from  that  moment  on,  Mrs.  W — was  his  patient 
and  tiis  devotee.” 

“That  sounds  like  a very  successful  gambit. 
What  are  some  of  the  other  secrets?” 

“It  would  take  hours  to  cover  them.  They 
come  down  to  skill  with  words,  infinite  self-con- 
fidence, and  a disdain  for  cost.  The  experts  are 
usually  on  display  at  medical  meetings,  poised 
on  the  rostrum  delivering  statistics  in  relaxed, 
almost  diffident  tones.  Incomprehensible  graphs 
are  flashed  on  and  off  a screen  accompanied  by 
resonant  phrases  such  as  ‘pharmacodynamic 
homeostatic  effects’  and  ‘benefits,  of  course,  to 
await  final  evaluation.’  The  feast  is  garnished 
with  eponyms,  Straw  men  are  effortlessly  dis- 
patched and  one  is  led,  irresistibly,  to  the  simple 
truth  that  no  challenge  is  too  great  for  the  speaker. 

He  will  always  know  what  to  do.  Speaking  for 
myself,  there  were  many  times  in  my  practice 
when  I didn’t  know  what  to  do  and  I had  to  call 


AIRPORT  SHUTTLE  SERVICE,  Inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Author itad  Ground  Transportation  for  all  Major  Alrlirm 


LIMOUSINES 
TO  OR  FROM 

PHIIA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 


FOR  RESERVATIONS  OR  INFORMATION 
(302)  655-8878 


for  help.  Whenever  possible  I called  in  a con- 
sultant I could  trust.  When  starting  practice,  one 
comes  in  for  some  unpleasant  surprises — nothing’s 
easier  than  for  one  doctor  to  undercut  a rival 
subtly  (‘He’s  a fine  doctor,  but  sometimes  so 
hard  to  reach!’)  or  with  a direct  thrust  (‘Where 
in  the  world  did  you  get  that  incision?  It’s  going 
to  leave  a terrible  scar — I hope  he  told  you  that’) .” 

“You  mentioned  cost  a moment  ago.” 

‘T  don’t  know  how  long  we  can  afford  the  habit, 
but  today  nothing  is  more  distrusted  in  a doctor 
than  thrift.  The  watchword  is  ‘Charge  it;  some- 
one will  pay,’  and  where  else  but  in  health  care 
do  we  ask  ourselves  what  we’re  getting  for  our 
money?  But  now  I’m  a bit  tired.  Won’t  you  stop 
in  after  a few  days?” 

Two  weeks  later  he  lay  in  a corner  room  at  the 
hospital.  His  temples  were  caverns;  his  hands, 
flexed  on  the  bedcover,  were  carved  in  paraffin. 
But  his  eyes  were  bright  and  his  conversation 
spirited.  Hallucinations,  perhaps  induced  by  co- 
caine, intruded  on  his  discourse.  He  described 
portraits  hanging  on  the  wall,  most  of  them  of 
friends  long  dead.  I asked  him  what  visitors  had 
come  to  see  him. 

“Constance,  my  sister,  was  here  this  morning 
to  say  goodbye.  Poor  dear,  she’s  three  years 
older  than  I am  and  very  tired.  ‘Craig,’  she  said, 
‘this  is  very  sad.  I’m  the  one  who  should  be 
going.’  I said,  ‘Perhaps  the  parting  won’t  be  for 
long.’  I have  very  little  religion  but  I confess  at 
this  moment  to  a keen  sense  of  anticipation.  I’m 
not  sentimental,  either.  When  you  brought  me  to 
the  hospital  I left  a house  I’d  lived  in  for  fifty- 
four  years,  and  yet  I felt  no  trace  of  deprivation. 
So  thank  you,  John,  for  stopping,  and  for  your 
care.  Do  you  remember  what  the  Roman  poet 
said?  ‘Living  is  what  the  wise  man  did  yesterday.’ 
But  I must  get  on  with  the  paper.” 

I left  him  propped  in  bed,  peering,  through 
pincenez,  at  The  Evening  Bulletin,  as  is  custom- 
ary in  Philadelphia.  During  the  night  he  came 
down  silently,  alone,  like  a spent  oak  in  a forest. 

I strolled  home  in  a gentle  rain.  Sheba  met 
me  at  the  gate  and  we  followed  the  scent  of  fresh 
coffee  down  a garden  path  to  the  hiss  of  traffic 
on  the  wet  street,  the  twittering  of  birds,  and  the 
music  of  the  morning. 
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WINFIELD  W.  LATTOMUS,  M.D. 

Winfield  W.  Lattomus,  the  first  full-time  hos- 
pital radiologist  in  Delaware,  died  August  8,  1980. 

Born  in  Townsend,  Delaware,  in  1898,  he  was 
graduated  as  an  engineer  from  the  University  of 
Delaware  in  the  early  1920s.  After  serving  for 
some  years  as  a civil  engineer  in  western  Pennsyl- 
vania, he  returned  to  school,  obtaining  his  medical 
degree  from  the  Medical  School  of  The  Univer- 
sity of  Pennsylvania  in  1929.  Following  his  in- 
ternship he  entered  general  practice  in  Media, 
Pennsylvania,  then  returned  to  the  University  of 
Pennsylvania  Hospital  as  a resident  in  neurosur- 
gery, but  after  one  year  transferred  to  radiology. 
With  completion  of  his  training  he  entered  the 
practice  of  diagnostic  radiology,  opening  his  office 
near  the  corner  of  Eleventh  and  Washington 
Streets  in  Wilmington. 

He  became  a Diplomate  of  the  American  Board 
of  Radiology  in  1938.  At  that  time  the  Delaware 
Hospital  was  then  completing  plans  for  expansion 
and  upon  the  death  of  the  former  Chief  of  Radi- 
ology, George  C.  McElfatrick,  M.D.,  in  March 
1940,  Winfield  assumed  the  post  full-time.  He 
immediately  established  the  first  approved  resi- 
dency training  program  in  radiology,  a program 
continuing  as  part  of  the  educational  offering  of 
The  Wilmington  Medical  Center.  Prior  to  his 
retirement,  he  also  had  at  one  time  served  in  the 
X-ray  Departments  of  both  St.  Francis  Hospital 
and  the  Delaware  State  Hospital. 

Dr.  Lattomus  was  a Fellow  of  the  American 
College  of  Radiology.  Over  the  years  he  held  vari- 
ous administrative  positions  in  both  the  New  Cas- 
tle County  Medical  Society  and  the  Medical  So- 
ciety of  Delaware.  For  many  years  he  served  on  the 
Medical  Board  of  the  Delaware  Hospital.  He 
was  also  a member  of  the  Masonic  Order,  32nd 
degree;  the  Lincoln  Club  of  Delaware;  the  Sons 


of  the  American  Revolution;  and  the  Wilmington 
Chapter  of  Rotary  International. 

He  enjoyed  the  theater  and  considered  photog- 
raphy and  music  as  his  hobbies.  He  was  gifted 
with  great  patience,  a pleasant  and  comfortable 
personality,  an  even  temperament  and  cheery  dis- 
position. It  was  never  too  much  trouble  for  him 
to  get  out  any  film  for  just  one  more  look.  His 
death  is  the  loss  of  another  link  with  our  founders. 

Applicable  indeed  is  the  quotation  from  Ecclesi- 
asticus:  (*) 

Let  us  now  praise  illustrious  men,  our 
ancestors  . . . (who)  directed  the  people 
by  their  advice,  by  their  understanding 
of  the  popular  mind,  and  by  the  wise 
words  of  their  teaching  ...  all  these 
were  honored  by  their  contemporaries, 
and  were  the  glory  of  their  day.  Some 
of  them  left  a name  behind  them  so  that 
their  praises  are  still  sung  . . . whose 
good  works  have  not  been  forgotten. 

His  wife,  Helen  Sarah  Lattomus,  survives. 

Gifts  in  Dr.  Lattomus’  memory  will  be  accepted 
by  the  Medical  Society  of  Delaware. 

John  W.  Alden,  Jr.,  M.D. 
Charles  M.  Bancroft,  M.D. 

"■Chapter  44  Ben  Sira/Siracides  Apocrypha 

MS  % % 

WARD  W.  BRIGGS,  M.D. 

With  the  death  of  Ward  W.  Briggs,  suddenly 
there  is  less  laughter  and  mirth  in  our  world. 
Meeting  Ward  was  frequently  an  occasion  to  re- 
ceive a sample  of  his  tongue-in-cheek  acerbic 
wit,  wit  appropriate  to  the  recipient.  Wit  was 
his  way  of  telling  us  to  enjoy  the  day,  not  to  take 
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the  problem  too  seriously;  if  man  needs  a back- 
bone to  cope  with  life,  he  also  needs  a funnybone. 

Born  in  Wilmington  in  1910,  Dr.  Briggs  was 
the  son  of  a Wilmington  physician,  Henry  Ward 
Briggs,  M.D.  He  attended  Wilmington  Friends 
School,  Union  College  in  Schenectady,  New  York, 
and  in  1936  received  his  medical  degree  from 
The  Johns  Hopkins  School  of  Medicine.  He 
served  for  one  year  as  an  intern  at  The  Johns 
Hopkins  Hospital  and  as  an  intern  in  the  old 
Delaware  Hospital.  He  then  returned  as  resident 
physician  to  The  Johns  Hopkins  Hospital  until 
1941. 

During  World  War  II  he  served  aboard  the 
Hospital  Ship  Solace,  returning  to  private  practice 
in  Wilmington  in  1946.  Dr.  Briggs  was  associ- 
ated with  Dr.  Lewis  B.  Flinn  for  six  years,  a 
period  he  wrote  about  in  the  Delaware  Medical 
Journal  festschrift  to  Dr.  Flinn  in  October  1967. 

Dr.  Briggs  served  on  the  staffs  of  all  the  Wil- 
mington hospitals,  being  Attending  Chief  of  Medi- 
cine at  both  the  Delaware  Division  as  well  as  the 
Delaware  State  Hospital.  In  1972  he  retired  from 
private  practice  to  serve  as  Director  of  Employee 
Health  Services  at  the  Wilmington  Medical  Cen- 
ter. 

From  1960  to  1966  he  was  Delaware’s  Gover- 
nor for  the  American  College  of  Physicians.  In 
1955-56  he  was  Secretary  of  the  New  Castle 
County  Medical  Society. 

Dr.  Briggs  died  suddenly  at  his  vacation  home 
in  Bozman,  Maryland,  October  13,  1980.  He  is 
survived  by  his  wife,  Madge  Ravenscroft  Briggs, 
and  his  son,  Ward  W.  Briggs,  Jr.,  Ph.D.,  a clas- 
sicist on  the  faculty  of  the  University  of  South 
Carolina. 

Dr.  Allston  J.  Morris,  Vice  President  for  Medi- 
cal Affairs,  WMC,  closed  his  memorial  tribute  to 
Ward  with  this  summation:  “A  gentleman,  a wit, 
and  most  of  all  a fine  physician,  not  soon  for- 
gotten.” 

Contributions  in  Dr.  Briggs’  memory  are  being 
accepted  by  the  Delaware  Chapter  of  the  Ameri- 
can Heart  Association  and  Wilmington  Friends 
School,  Alapocas. 

Charles  M.  Bancroft,  M.D. 
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Continued  from  page  93 

diagnosis  of  these  conditions  tend  to  be  confus- 
ing. The  discussion  of  epistaxis  was  quite  helpful 
including  the  use  of  a foley  catheter  rather  than 
the  more  traditional  gauze  posterior  pack.  The 
important  problem  of  neck  masses  received  the 
same  amount  of  attention  as  the  much  more  rare 
symptom  of  trismus.  Multiple  authors  contribute 
to  an  inconsistent  treatment  of  different  subjects. 

This  book  is  both  problem  oriented  and  specific 
disease  oriented.  Rather  than  a manual,  it  is 
more  of  a catalog  of  otolaryngology.  It  is  inex- 
pensive, complete,  and  quite  useful  as  an  over- 
view of  the  subject.  However,  it  certainly  does 
not  replace  formal  instruction  and  clinical  experi- 
ence in  ear,  nose,  and  throat  problems. 

Lawrence  W.  Markman,  M.D. 

Dr.  Markman  is  a third-year  resident  in  family  practice  at 
Wilmington  Medical  Center. 

% % % 

MEDICAL  DESK  MANUAL  FOR  LAW  OFFICES  by 
Carol  Fowler  Montgomery,  R.R.L.,  The  American 


Trial  Lawyers  Association,  Washington,  1967.  167 
pp.  Illus.  Spiral  bound.  Price  $5.00  for  ATLA  mem- 
bers; $7.00  for  non-members. 

This  is  a book  written  for  lawyers  by  a member 
of  the  legal  profession,  with  help  from  the  medical 
staff  of  Deaconess  Hospital,  as  “a  guide  to  medi- 
cal terminology,  anatomy  and  physiology,  which 
will  prove  useful  to  the  experienced  trial  attorney 
who  handles  cases  involving  medical  back- 
ground . . .” 

The  term  “manual”  is  appropriate.  The  book 
is  165  pages,  and  discusses  its  topics  in  a curt 
manner,  not  unlike  a dictionary.  The  majority 
of  the  book  deals  with  anatomy,  including  em- 
bryology, of  the  various  organ  systems.  The 
material  is  presented  in  a haphazard  and  over- 
simplified way.  The  author  names  numerous 
anatomical  parts,  makes  one  or  two  statements 
about  them,  and  tosses  them  into  the  appropriate 
chapters.  At  the  end  of  each  chapter  is  a short 
section  on  terminology  with  a rather  poor  attempt 
at  defining,  in  layman’s  terms,  common  medical 
words. 


WIDE  RANGE  POCKET  B RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


READING 

A MALVERN 
LANCASTER 


iMDl 


WILMINGTON 

I 1 

BRIDGETON  • 

\ ATLANTIC  CITY 


WILDWOOD 


TRENTON 
LAKEWOOD 
PHILADELPHIA 

MANAHAWKIN 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  R B C SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT  (215-879-0900 
MAP  & DEMONSTRATION  1302-656-2774 


RA0I0  BROADCASTING  CO..  3600  Conshohocken  Ave., 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


Pa.  19131 
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The  manual  then  deals  with  the  terminology 
of  surgery,  pathology,  and  some  common  labora- 
tory tests. 

From  a physician’s  viewpoint,  the  end  of  the 
manual  is  of  some  interest.  Fourteen  pages  are 
devoted  to  medical  records  abbreviations.  The 
author  states  that  the  medical  records  should  be 
diligently  read  and  understood,  and  that  they  con- 
tain “vital  information  that  can  make  or  break 
a lawyer’s  case.” 

I feel  this  book  would  be  of  little  value  to  the 
legal  profession. 

Raymond  R.  Strocko,  M.D. 

THE  CRADLE  WILL  FALL  by  Mary  Higgins  Clark, 
Simon  and  Schuster,  New  York,  N.Y.,  1980.  314 
pp.  Price  $10.95. 

Not  a whodunit.  Though  the  identity  of  the 
murderer  is  known  from  the  onset,  the  method 
of  and  motivation  behind  this  heinous  crime  is 
only  slowly  unraveled  in  this  suspenseful  novel 


by  Mary  Higgins  Clark,  whose  last  work,  A 
Stranger  Is  Watching , established  her  as  a master 
of  the  suspense  thriller. 

The  story  centers  around  attractive  young 
county  prosecutor,  Katie  DeMaio,  and  her  con- 
viction that  an  apparent  suicide  of  a neighbor  is 
somehow  related  to  a murder  scene  she  “wit- 
nessed” through  a haze  of  narcotics  while  hos- 
pitalized after  a car  accident. 

Her  investigation  uncovers  information  that 
incriminates  the  victim’s  husband,  her  gynecolo- 
gist, and  a psychiatrist  who  seems  to  be  hiding 
something  from  his  past.  The  investigation  ac- 
celerates to  the  point  that,  without  even  realizing 
it,  she  places  her  own  life  in  jeopardy. 

With  this  story,  Ms.  Higgins  has  written  a 
frightening  murder  mystery  which  is  guaranteed 
to  keep  the  reader  spellbound  and  to  place  this 
novel  on  the  bestseller  list. 

Francis  A.  Marro,  M.D. 

Dr.  Marro  is  a third-year  resident  at  the  Wilmington  Medical 
Center. 


COUNTRY  ESTATE 
LANDENBERG,  PENNSYLVANIA 

260-YEAR-OLD  STONE  HOME  (Restored) 


14  rooms,  3 full  baths,  2 powder  rooms,  7 fireplaces  ( 1 walk-in),  kitchen  completely 
equipped,  5 acres  of  woods,  17-20  acres  fully  fenced  (more  acreage  available), 
heated  swimming  pool,  gigantic  barn,  fenced  paddock,  1000  gallon  gas  tank. 

Trout  stream  on  property 

IDEAL  FOR  HORSES  AND/OR  CATTLE 

WILL  HOLD  MORTGAGE 


LOCATION 
1 0 minutes  to  Newark 
1 5 minutes  to  Stanton 
25  minutes  to  Wilmington 


PRICE  $340,000 

CALL 

274-8463 

For  Appointment 


120 


Del  Med  Jrl,  Feb  1981 — Vol  53,  No  2 


Book  Reviews 


COLOR  ATLAS  OF  TEMPORAL  BONE  SURGICAL 
ANATOMY  by  R.  T.  Counter,  FRCS  (Ed),  Wolfe 
Medical  Publications  Ltd.  (London),  1980.  77  pp: 
lllus.  Price  $29.95. 

This  is  one  of  thirty  Color  Atlases  edited  by  G. 
Barry  Carmthers,  M.D.  (London),  distributed  by 
Year  Book  Medical  Publishers  in  America.  I had 
the  opportunity  to  review  “Color  Atlas  of  Neuro- 
pathology” of  the  same  series  in  1976.  Their 
handsome  style  and  concise  descriptions  are  very 
pleasing. 

This  volume  consists  of  45  x-ray  pictures  of  the 
temporal  bone  taken  at  various  angles  and  75 
color  plates  of  the  surgical  anatomy  of  the  tem- 
poral bone  in  both  dry  and  wet  specimens.  Each 
picture  has  an  inserted  number  and  explanation. 
The  best  part  of  the  Color  Atlas  is  the  special 
arrangement  of  each  x-ray  picture  next  to  a color 
plate  showing  the  corresponding  part  of  the  anat- 
omy or  a dry  temporal  bone  lying  next  to  a wet 
specimen  to  show  in  detail  the  courses  of  cranial 
nerves  and  their  relation  to  the  bony  canals.  On 
each  x-ray  picture,  there  is  a small  description  of 
how  it  was  taken  as  well. 

The  surgical  anatomy  of  the  temporal  bone  is 
important  to  the  student  of  otology  as  well  as 
neurosurgery.  This  atlas  certainly  will  serve  as  a 
colorful  basic  review  for  both  specialties.  I be- 
lieve radiology  residents  and  technicians  will  find 
it  very  helpful  also. 

Peter  S.  Huang,  M.D. 
% % % 


AMA  DRUG  EVALUATIONS,  fourth  edition,  pre- 
pared by  the  AMA  Department  of  Drugs  with 
American  Society  for  Clinical  Pharmacology  and 
Therapeutics,  Chicago,  III.,  1980.  1,470  pp. 

As  one  gets  along  in  years  in  medicine,  the 
publishing  of  a new  edition  of  a favorite  text  is 
looked  forward  to  with  interest  and  anticipation. 
AMA  Drug  Evaluations,  although  only  in  exist- 
ence for  nine  years,  has  been  a clinically  useful 
handbook  which  filled  the  gap  between  conven- 


tional pharmacology  texts  and  Physicians  Desk 
Reference.  In  addition,  it  used  to  be  inexpensive. 
The  current  volume  of  AMA  Drug  Evaluations  is 
a huge,  expensive  book  which  does  not  seem  to 
be  as  clinically  oriented  as  its  predecessors.  I 
suppose  this  was  inevitable  in  view  of  the  con- 
tinuing proliferation  of  therapeutic  agents. 

The  book  is  now  divided  into  87  chapters, 
which  includes  several  initial  chapters  discussing 
principles  of  drug  use,  and  special  conditions  such 
as  renal  failure,  pregnancy,  breast  feeding,  etc. 
There  is  also  a brief  discussion  of  the  regulatory 
agencies  which  control  restrictive  medications. 
Virtually  all  classes  of  drugs  are  covered,  includ- 
ing exotic  antiviral  agents,  infertility  drugs,  and 
immunologic  agents.  The  discussions  include  a 
surprisingly  large  percentage  of  investigational 
drugs  which  will  probably  never  be  available  for 
general  use.  However,  there  is  no  discussion  about 
the  cost  of  medication  or  the  use  of  generic  equiv- 
alents— certainly  useful  information  to  the  clini- 
cian. 

While  one  has  to  admire  the  scope  of  the  text, 
many  of  the  individual  therapeutic  agents  are  de- 
scribed only  superficially.  For  instance,  there  is 
one  page  discussing  the  use  of  bromocryptine  for 
infertility.  The  expected  side  effects  and  possible 
medico-legal  implications  of  using  bromocryptine 
are  only  briefly  alluded  to.  This  could  be  a source 
of  difficulty  for  a physician  planning  on  using 
bromocryptine  for  treating  infertility.  Paradoxi- 
cally, there  is  a much  more  complete  discussion 
of  the  use  of  bromocryptine  in  the  chapter  on  pi- 
tuitary disorders.  Describing  one  drug  extensively 
in  several  different  sections  of  the  book  is  a com- 
mon pattern,  and  presumably  relates  to  the  prep- 
aration of  the  text  by  committees  which  took 
subject  areas  rather  than  discussing  different 
pharmacologic  agents. 

In  summary,  this  is  certainly  an  adequate  text 
of  clinical  pharmacology  but  has  grown  far  be- 
yond what  seems  to  be  its  original  concept.  I 
am  sorry  to  have  seen  this  book  change  from  a 
lean,  practical  text  to  its  current  bulky  and  ex- 
pensive size. 

William  L.  Jaffee,  M.D. 
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COLLOQUIALISMS 

“Is  there  something  . . . ?” 

Primary  Physician 

“Let  us  look  at  it  ...  in  black  and  white.” 

Radiologist 

“Just  the  dots  will  do.” 

Nuclear  Medicine 

“Take  several  cuts  of  the  patient.” 

Computer  Tomographer 

“Shoot . . . Shoot . . . Shoot . . . Dye.” 

Vascular  Radiologist 

“It  could  be  this  ...  it  could  be  that  . . .” 

Consultant 

“You  got  it  because  you  didn’t  eat  right.” 

Dietitian 

“It  is  all  in  your  head.” 

Psychiatrist 

“No  way!  Cut . . . Cut . . . Cut  . . .” 

Surgeon 

“Let  us  count  it.” 

Epidemiologist 

“For  God’s  sake,  let  us  stop  it.” 

Preventive  Medicine 

“Your  doctor  will  be  here  any  minute.” 

Nurse 

“Well,  it  is  all  over,  what  was  it  anyway?” 

Pathologist 

“I  don’t  know!  . . . but  whatever,  you  still 
have  to  pay  for  it.” 

Hospital  Administrator 

Bala  V.  Manyam,  M.D. 

Dr.  Manyam  is  an  Assistant  Professor  in  the  Department 
of  Neurology,  of  Thomas  Jefferson  University,  Philadelphia, 
Pennsylvania,  and  is  a neurologist  at  the  Veterans  Ad- 
ministration Center,  in  Wilmington,  Delaware. 
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Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Rheumatology  The  Delaware  Chapter  Arthritis  Foundation  and  the  Medical  Society  of  Delaware  will 
Update  sponsor  a professional  education  symposium  to  be  held  two  consecutive  evenings, 
March  19  and  20,  1981,  in  Wilmington.  The  symposium  will  focus  on  clinical  prob- 
lems important  to  family  physicians,  internists,  and  pediatricians  and  will  also  be  of 
interest  to  allied  health  professionals  dealing  with  arthritic  patients.  For  further 
information,  call  the  Arthritis  Foundation  (302)  764-8254  or  762-4942.  Delaware 
physicians  outside  the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599,  or 
you  may  write  to  the  Arthritis  Foundation,  Delaware  Chapter,  at  234  Philadelphia 
Pike,  Wilmington,  Delaware  19809. 


American  Society  The  American  Society  for  Surgery  of  the  Hand  will  hold  courses  dealing  with  Hand 
for  Surgery  Rehabilitation  correlated  with  Hand  Surgery  on  March  25-28,  1981,  at  the  Benjamin 
of  the  Hand  Franklin  Hotel,  Philadelphia,  Pennsylvania;  DIFFICULT  RECONSTRUCTIVE  PROB- 
LEMS IN  HAND  SURGERY,  on  March  28-April  4,  1981,  at  the  Mark  Resort,  Vail, 
Colorado;  and  on  April  5-8,  1981,  DIFFICULT  PROBLEMS  IN  HAND  SURGERY,  at 
the  Hyatt  Hotel,  Indianapolis,  Indiana. 


Eighth  Annual  The  Eighth  Annual  Symposium  on  RECENT  ADVANCES  AND  COMMON  PROB- 
Symposium  LEMS  IN  PEDIATRICS:  A SMALL  GROUP  APPROACH,  will  be  held  on  April 
2-3,  1981.  This  program  fulfills  the  requirements  for  IIV2  credits,  Category  I,  Phy- 
sician’s Recognition  Award  of  the  AM  A;  and  is  co-sponsored  by  Children’s  Hospital 
National  Medical  Center  and  the  Department  of  Child  Health  and  Development,  George 
Washington  University  School  of  Medicine  in  cooperation  with  the  American  Academy 
of  Pediatrics.  For  additional  information,  contact:  Susan  Weiss,  Director,  Convention 
Services,  Children’s  Hospital  National  Medical  Center,  111  Michigan  Avenue,  N.W., 
Washington,  D.C.  20010.  Telephone:  (202)  745-3000. 


DAFP  Annual  The  Delaware  Academy  of  Family  Physicians  will  hold  its  29th  ANNUAL  MEETING 
Meeting  AND  SCIENTIFIC  ASSEMBLY  on  April  2 and  4.  The  Business  Meeting  will  be  held 
at  6:30  p.m.  on  April  2 at  the  University  and  Whist  Club,  Eighth  and  Broom  Streets, 
Wilmington,  and  the  Scientific  Assembly  on  April  4 at  the  Delaware  Academy  of 
Medicine  Building.  The  topic  for  the  Saturday  session  will  be  “The  Female  Patient.” 
For  further  information,  contact:  the  Delaware  Academy  of  Family  Physicians,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

201  Pine  Street 629-5585 

(Toll  Free)  856-3247 


In  Brief 


Pediatric  The  Department  of  Pediatrics  of  the  Medical  College  of  Virginia  will  hold  their  annual 
Conference  postgraduate  conference,  “PEDIATRIC  SPRINGFEST,”  April  24-26,  1981.  The 
course  will  be  held  at  the  Williamsburg  Hilton  and  National  Conference  Center,  Wil- 
liamsburg, Virginia.  For  additional  information,  contact:  Dawn  G.  Mueller,  M.D., 
MCV  Station,  Box  276,  Richmond,  Virginia  23298. 


Pulmonary  The  Riverside  Hospital  Spring  Seminar,  PULMONARY  MEDICINE — UPDATE  1981, 
Medicine  will  be  held  May  2,  1981,  at  the  Hilton  Inn,  Naamans  Road,  in  Wilmington.  It  has 
Update  been  approved  for  six  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  AMA  and  six  credit  hours  by  the  AAFP.  For  further  information,  contact: 
Steven  L.  Edell,  D.O.,  Department  of  Radiology,  Riverside  Hospital,  700  Lea  Boule- 
vard, Wilmington.  Telephone:  (302)  764-6120. 


Conference  on  A NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CONTROL  will  be 
High  Blood  held  May  3-5,  1981,  at  the  New  York  Hilton  in  New  York  City.  To  receive  informa- 
Pressure  Control  tion  regarding  conference  registration,  please  contact:  Conference  Headquarters,  Na- 
tional Conference  on  High  Blood  Pressure  Control,  1501  Wilson  Boulevard,  Suite  600 
Arlington,  Virginia  22209.  Telephone:  (703)  558-3700. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U  S A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH"  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH*  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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In  Brief 


Clinical  The  Sixth  Annual  Conference  on  CLINICAL  APPLICATION  OF  HYPERBARIC 
Application  of  OXYGEN  is  scheduled  for  June  10-12,  1981,  at  the  Memorial  Hospital  Medical  Center 
Hyperbaric  Oxygen  of  Long  Beach — University  of  California,  Irvine  Center  for  Health  Education.  For 
further  information,  contact:  G.  B.  Hart,  M.D.,  Director,  Baromedical  Department, 
Memorial  Hospital  Medical  Center,  2801  Atlantic  Avenue,  Long  Beach,  California 
90801. 


Eastern  Shore  THE  EASTERN  SHORE  MEDICAL  SYMPOSIUM,  sponsored  by  the  Medical  Society 
Medical  Symposium  of  Delaware,  the  University  of  Delaware,  and  Jefferson  Medical  College,  will  be  held 
at  Rehoboth  Beach,  Delaware,  June  21-26,  1981.  Topics  include:  pulmonary  diseases, 
musculoskeletal  disorders,  non-technical  aspects  of  surgery,  cardiology,  and  infectious 
diseases.  In  addition  to  the  medical  program,  a unique  family-centered  experience 
has  been  designed  with  the  University  of  Delaware  College  of  Marine  Studies.  For 
detailed  brochure  and  further  information,  contact:  Sylvia  Brocka,  University  of  Del- 
ware  Division  of  Continuing  Education,  2800  Pennsylvania  Avenue,  Wilmington,  Del- 
aware 19806.  Telephone:  (302)  738-8151. 


Seminar  on  September  24-26,  1981,  Children’s  Memorial  Hospital  will  be  hosting  a MULTIDIS- 
Spina  Bifida  CIPLINARY  SEMINAR  ON  SPINA  BIFIDA.  For  information,  contact:  David  G. 

McLone,  M.D.,  Ph.D.,  Children’s  Memorial  Hospital,  2300  Children’s  Plaza,  Chicago, 
Illinois  60614.  Telephone:  (312)  649-4373. 


Parent  Support  Parent  Recovery  After  Child  Loss  has  recently  been  formed  to  assist  those  who  have 
Group  experienced  death  of  a child  and  is  open  to  anyone  who  desires  to  participate.  The 
meetings  will  be  every  Monday  at  4 p.m.  at  the  Charis  Caring  Center  on  Kennett  Pike, 
located  between  the  Methodist  Country  House  and  the  Delaware  Museum  of  Natural 
History.  For  further  information,  contact:  Dr.  Marlene  Walters  or  Rev.  Ronald  Dyson 
at  Grace  Methodist  Church.  Telephone:  (302)  655-8847. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  CERTIFIED  INTERNIST:  Interested  in 
relocating  to  the  State  of  Delaware.  Small  group 
practice  preferred.  For  further  information,  con- 
tact: the  Medical  Society  of  Delaware.  Telephone: 
(302)  658-7596. 


FAMILY  PHYSICIAN,  BOARD  CERTIFIED: 
Seeks  practice  opportunity  in  Delaware.  Group  or 
solo  with  coverage.  For  further  information,  con- 
tact: the  Medical  Society  of  Delaware.  Telephone: 
(302)  658-7596. 
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COST  CONTROL— PART  II 


Who  should  be  responsible  for  the  high  costs 
of  care  for  the  many  accident  victims  (automobile, 
gun,  sporting)  for  which  there  is  now  no  identi- 
fiable compensation  board  as  there  is  in  industry? 
Are  some  of  the  liability  awards  in  accident  cases 
now  being  included  in  the  accounting  of  the  costs 
of  medical  care?  Are  physicians  or  the  entire  sys- 
tem responsible  for  some  of  the  outlandish  costs 
added  to  health  care  by  the  American  malpractice 
system  which  is  said  to  be  responsible  for  at  least 
5 % of  the  costs  of  hospital  care  alone? 

Are  we  being  unfairly  censured  as  physicians, 
because  there  were  158  automobile  accident 
deaths  and  numerous  additional  accident  patients 
needing  medical  attention  in  Delaware  last  year? 

Should  the  costs  of  implementing  government 
regulations  and  those  imposed  indirectly  by  the 
“voluntary”  hospital  accrediting  regulations,  regu- 
lations which  have  been  estimated  to  add  20% 
to  hospital  costs,  be  blamed  on  physician-escalated 
initiatives? 

The  place  inflation  plays  should  not  be  for- 
gotten. It  is  enough  to  note  in  this  respect  that 
60%  of  hospital  costs  are  due  to  salaries  for  per- 
sonnel who  do  patient  services.  People  have  to 
be  paid  a living  wage  to  provide  the  needed  ser- 
vices; regular  cost  of  living  increases  are  now 
routine. 

What  are  the  health  care  costs  associated  with 
alcoholism?  It  has  been  estimated  that  about 
15%  of  hospital  patients  are  in  the  hospital  be- 


cause of  alcohol.  Is  this  the  fault  of  physicians? 
If  not,  of  whom?  Are  the  victims  of  cancer  from 
cigarettes  properly  accounted  for  in  our  reckon- 
ings of  cost  responsibility? 

Do  individuals  who  have  careless  health  habits 
in  terms  of  sanitation,  nutrition,  or  lack  of  exer- 
cise bear  any  responsibilities  for  the  escalating 
costs  when  they  become  ill?  What  role  does  the 
lack  of  a good  centralized  public  transport  system 
play  in  the  alleged  lack  of  accessibility  to  health 
care?  In  other  words,  how  many  of  the  criticisms 
about  the  accessibility  of  physicians  and  hospitals 
to  those  who  need  them  are  the  responsibility  of 
the  health  providers  and  how  many  are  the  fault 
of  the  transportation  providers?  Should  health 
care  providers  accept  responsibility  for  all  of  these 
factors  and  others  over  which  they  have  little,  if 
any,  control? 

As  an  oncologist,  I feel  a responsibility  but  not 
necessarily  guilt  for  increasing  health  care  costs 
by  prolonging  the  life  of  many  patients.  I feel 
especially  unhappy  when  my  efforts  to  do  so  are 
unsuccessful  despite  being  costly.  Should  efforts 
to  push  back  disease  for  the  benefit  of  some  pa- 
tients be  limited  in  certain  areas?  Current  experi- 
ence in  cancer  suggests  that  widespread  commun- 
ity cooperation  is  needed  in  order  to  help  answer 
these  questions.  To  determine  the  best  therapy, 
for  example,  for  stage  two  cancer  of  the  breast 
would  be  a very  difficult,  if  not  impossible  job, 
if  only  a few  university  centers  were  assigned  the 
responsibility.  Adding  the  Delaware  experience 
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to  some  national  studies  has  already  proven  to  be 
valuable  locally  and  nationally,  and  probably 
“cost  effective”  although  the  initial  costs  of  the 
added  paper  work  are  probably  counted  in  the 
overall  health  care  costs  of  the  state. 

When  I started  in  practice  in  1950,  the  average 
length  of  life  of  a child  with  leukemia  was  about 
two  months.  What  if  we  had  admitted  our  limi- 
tation and  decided  that  this  group  of  patients 
should  not  be  treated?  At  least  50%  of  children 
with  acute  leukemia  now  live  at  least  five  years. 
Has  the  work  that  went  into  making  this  progress 
been  worth  the  cost? 

I hope  that  physicians  will  continue  to  be  in- 
terested in  keeping  health  care  costs  reasonable. 
While  looking  for  areas  within  our  responsibilities 
where  costs  might  be  cut,  I don’t  think  we  need 
to  accept  responsibility  for  all  current  costs.  It 
is  very  necessary  to  point  out  that  this  is  a com- 
munity and  an  individual  problem  as  well.  Every 
individual  has  a personal  responsibility  not  to 


abuse  his  health,  to  encourage  health  prevention 
education  in  school  and  in  the  advertising  media, 
and  to  control  environmental  hazards  to  health, 
including  those  associated  with  smoking  and  alco- 
hol. 

Efforts  to  keep  health  care  costs  reasonable 
therefore  need  to  involve  the  entire  community, 
making  it  a joint  responsibility  in  which  appropri- 
ate medical  leadership  may  help.  The  health  care 
costs  of  preventable  illnesses  such  as  accidents 
due  to  alcohol  and  other  poor  health  practices 
need  to  be  more  clearly  identified  in  health  ac- 
counting systems. 


Robert  W.  Frelick,  M.D. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor's  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
(302)  654-9976 


Caution:  Federal  Law  (U  S. A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


JA 


l\C. 


Wilmington 


Personal  Insurance Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

201  Pine  Street 629-5585 

(Toll  Free)  856-3247 


EVERYBODY’S  TALKING  ABOUT 
HEALTH  CARE  COST  PROBLEMS. 
WE  THOUGHT  YOU’D  LIKE  TO  HEAR 

A FEW  SOLUTIONS. 


When  a problem  is  talked  about  as  much 
as  this  one,  it’s  sometimes  difficult  to  see  the 
progress  that’s  being  made. 

The  fact  is,  significant  progress  has  already 
been  made  in  controlling  the  rising  cost  of 
health  care  by  Blue  Cross  and  Blue  Shield  Plans. 


A BREAKTHROUGH. 

In  the  past  decade,  programs  we  support 
like  out-patient  diagnostic  and  same -day  surgery 
have  helped  cut  the  average  hospital  stay  of 
our  subscribers  by  one  full  day.  And  saved 
$1,250,000,000  last  year  alone. 

Blue  Cross  and  Blue  Shield  Plans  often 
have  special  arrangements  with  hospitals  and 
physicians  supporting  a wide  range  of  cost 
containment  initiatives.  This  means  value  added 
and  lower  benefit  costs  to  enrolled  groups. 

You  see,  we  believe  that 
the  solution  to  the  problem  lies 
in  controlling  all  your  costs. 

THE  EXPENSIVE 
ASSUMPTION. 

Some  buyers  make  the 
assumption  that  the  cost  of 

Healthcare  dollar  benefits  will  always  be  the 
usually  goes  to  same.  After  all,  the  same  people 

wi11  get  sick  and  incur  the  same 
make  the  biggest  costs,  no  matter  who  the  carrier  is. 

DIFFERENCE. 


But  the  fact  is,  there  can  be  a big  difference. 
The  cost  of  health  care  coverage  is  actually  two 
costs.  The  cost  of  benefits.  And  the  retention 
costs  (everything  from  administrative  costs  to 
reserves).  But  all  too  often,  only  retention  costs 
get  much  attention. 

Benefit  costs  are  where  most  of  your 
health  care  coverage  dollar  goes.  Controlling 
benefit  costs  can  have  a real  impact  on  your 
bottom  line.  Which  is  why  we’re  so  committed 
to  containing  them. 

So  before  you  make  a decision  about  your 

S'oup’s  coverage,  contact  your  Blue  Cross  and 
lue  Shield  Plan  Marketing  Representative. 
Otherwise,  trying  to  save  a little  money  could 
end  up  being  very  expensive. 

Write  for  the  free  booklet:  “The  Most  Effec - 
tive  Health  Care  Protection  For  Your  Employees" 
Blue  Cross  and  Blue  Shield  Associations, 

Box  8008,  Chicago,  IL  60680. 

Blue  Cross 
Blue  Shield 

of  Delaware 


HELPING  CONTROL  ALL  YOUR  COSTS. 


© Registered  Service  Marks  of  the  Blue  Cross  Association 
©'Registered  Service  Marks-of  the  Blue  Shield  Association 
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STRATEGIES  TO  IMPROVE  DRUG 
COMPLIANCE  IN  CHILDREN 


Andrew  G.  Weinstein,  M.D. 


Non-compliance  with  drug  regimen  is  a major 
factor  associated  with  persistent  morbidity  in 
chronic  illness.  The  magnitude  of  this  problem 
is  enormous;  it  is  estimated  to  affect  50%  of  pa- 
tients who  require  long-term  treatment.1  The 
problem  is  compounded  when  treating  children 
since  patient  and  parent (s)  must  coordinate  ef- 
forts to  follow  the  therapeutic  regimen. 

For  the  past  four  years  I have  had  an  oppor- 
tunity to  develop  and  evaluate  strategies  to  pro- 
mote drug  compliance.  This  work  was  begun  at 
the  Children’s  Hospital  of  Philadelphia  in  the 
Pediatric  Allergy  Clinic,  while  studying  asthmatic 
children  who  required  daily  theophylline.  This 
research  is  currently  being  done  in  my  own  office 
with  the  aid  of  several  research  grants.*  My  work 
is  applicable  to  any  pediatric  disease  in  which 
drug  levels  of  therapeutic  agents  can  be  moni- 
tored. 

The  asthmatic  child  presents  a good  model  for 
the  application  of  these  types  of  therapeutic  strate- 
gies. Before  discussing  specific  strategies  about 

*William  H.  Rorer,  Inc.,  Fort  Washington,  Pa. ; Metpath  Labora- 
tory, Teterboro,  N.J. 


Dr.  Weinstein  is  an  Assistant  in  the  Department  of  Pediatrics 
at  the  Wilmington  Medical  Center. 


drug  compliance  in  asthmatic  children,  a few 
words  about  asthma  and  the  pharmacologic  prop- 
erties of  theophylline  are  required.  Asthma  has 
been  loosely  defined  as  reversible  airway  obstruc- 
tion.2 One  therapeutic  regimen  is  the  administra- 
tion of  oral  theophylline  which  relaxes  bronchial 
smooth  muscle,  thereby  improving  pulmonary 
function.3  The  improvement  in  pulmonary  func- 
tion directly  correlates  with  the  concentration  of 
theophylline  in  the  blood.4  The  peak  expiratory 
flow  rate  is  one  parameter  that  reflects  spasm  or 
dilation  of  large  airways.5  Most  chronically  ill 
asthmatic  children  who  receive  daily  theophylline 
will  demonstrate  improved  pulmonary  function. 
Because  this  drug  is  quickly  metabolized,  ie,  the 
half-life  in  children  ranges  from  3.5  to  4.5/hours, 
multiple  doses  of  medication  per  day  are  re- 
quired.6 Theophylline  preparations  are  available 
in  both  fast  and  slow  acting  forms  so  that  fre- 
quency of  medication  administration  may  vary 
from  four  to  two  times  per  day  respectively.7 
Theophylline  levels  are  readily  obtainable  so  that 
the  physician  can  adjust  the  dosage  to  arrive  at  a 
therapeutic  range  between  10-20  micrograms  per 
ml  for  maximal  pulmonary  function.8  The  meas- 
urement of  theophylline  concentration  is  the  prin- 
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oipal  factor  in  defining  compliance  with  thera- 
peutic regimen. 

Non-compliance  to  drug  regimen  is  better  de- 
scribed in  terms  of  that  with  which  it  is  not  asso- 
ciated rather  than  that  with  which  it  is  correlated. 
Multiple  studies  have  demonstrated  that  neither 
socio-economic  class,  educational  status,  race,  sex, 
ethnic  background,  nor  religion  has  any  correla- 
tion with  drug  compliance.10 

Only  a few  faotors  have  been  associated  with 
non-complianoe.  Patients  with  a psychiatric  diag- 
nosis have  poorer  drug  compliance  than  patients 
with  non-psychiatric  diagnosis.11  It  is  also  clear 
that  if  the  therapeutic  regimen  is  complex,  re- 
quires a degree  of  behavioral  change,  or  is  pro- 
longed in  duration,  it  will  be  unlikely  that  the 
regimen  will  be  followed.12  If  the  therapeutic 
source  is  inefficient  or  inconvenient,  the  patient 
will  be  less  adherent.13’14  If  the  patient-physician 
interaction  is  not  satisfactory  or  results  in  inade- 
quate supervision,  the  patient  will  not  follow 
through.15’16  Finally,  if  the  patient  has  an  inap- 
propriate “Health  Belief  System”  or  is  from  a 
family  without  adequate  supervision  about  medi- 
cation, there  is  less  likelihood  that  the  required 
medication  will  be  taken.17 

The  concept  of  Health  Belief  Systems  was  origi- 
nally presented  by  I.  M.  Rosenstock18  and  further 
popularized  by  M.  H.  Becker.19  Simply,  it  states 
that  the  patient  will  be  more  likely  to  take  medi- 
cation if  s/he  perceives  that  s/he  has  an  illness; 
believes  that  it  is  severe;  and  believes  that  the 
medicine  prescribed  is  effective.  It  also  states  that 
the  patient  will  be  less  likely  to  adhere  if  s/he  is 
unhappy  with  the  physician,  the  office  operation, 
or  the  cost.  For  me,  the  Health  Belief  Model 
has  been  a valuable  clinical  aid  in  predicting  non- 
adherence as  well  as  in  changing  patients’  and 
families’  Health  Belief  Systems. 

In  operation  each  child  and  parent  is  asked 
four  questions  to  define  their  Health  Belief  Sys- 
tem. Those  families  who  respond  in  a “negative 
fashion,”  ie,  don’t  perceive  an  illness,  or  doubt  the 
efficacy  of  the  medication,  are  screened  for  blood 
theophylline  at  a later  visit  when  the  patient  is 
wheezing.  If  the  value  is  two  [x g/ml  or  less,  the 
family  is  informed  of  the  result  and  the  clinical 
symptom  record  (ie,  wheezing)  is  correlated  with 
the  low  value.  If  at  a subsequent  wheezing  visit 


a low  or  absent  theophylline  level  is  obtained,  I 
arrange  for  a family  visit  and  request  that  the 
child  stop  taking  the  theophylline  at  least  48 
hours  prior  to  the  appointment.  At  the  visit  I 
ask  the  child  to  perform  an  exercise  challenge 
(five  to  ten  minutes  of  running  stairs,  pulse  rate 
greater  than  140/min).  Peak  expiratory  flow 
rate  and  auscultation  of  the  chest  is  done  prior 
to  the  challenge,  then  immediately  afterward,  and 
every  three  to  four  minutes  thereafter.  As  ex- 
pected, in  most  cases  of  childhood  asthma  that 
require  daily  theophylline,  exercise-induced  bron- 
chospasm  occurs  several  minutes  after  stopping 
exercise  and  is  readily  demonstrated  by  pulmon- 
ary function  and  auscultation.  The  purpose  of 
this  exercise  is  to  demonstrate  to  the  family,  who 
observes  the  entire  process,  that  the  patient  has 
asthma  and  that  it  may  be  severe  at  times.  At 
another  visit  a subsequent  similar  challenge  after 
the  administration  of  theophylline  demonstrates 
the  efficacy  of  treatment. 

This  intervention  is  designed  to  give  patients 
and  their  families  another  view  of  the  illness  and 
to  reevaluate  their  Health  Belief  System  in  light 
of  the  exercise  challenge.  The  family’s  Health 
Beliefs  are  reviewed  subsequently;  negative  re- 
sponses prompt  future  blood  level  measurement. 
It  is  not  unusual  for  some  patients  to  have  multi- 
ple non-adherent  blood  levels  before  becoming 
adherent.  In  these  instances,  patience  on  the 
part  of  the  physician  is  the  approach  required. 

Medication  supervision  is  a critical  component 
for  success  with  drug  adherence  in  children.  Ab- 
sence of  supervision  often  becomes  apparent  when 
a wheezing  child  is  found  to  have  minimal  or  no 
blood  theophylline  level.  Often  it  is  the  parents’ 
fault  because  they  did  not  remember  to  give  it 
or  they  ran  out  of  medication.  Frequently,  the 
child  who  has  been  placed  in  charge  of  his  own 
medication  has  not  lived  up  to  expectation  and 
for  a variety  of  reasons  has  been  non-compliant. 
Our  approach  to  this  problem  is  to  recommend 
an  age- appropriate  schema  designed  to  foster 
development  of  self-care  skills.  It  is  based  on 
the  premise  that  chronically  ill  children  who  re- 
quire daily  medication  have  a significant  burden 
compared  to  healthy  children. 

Taking  medication  several  times  a day  is  an 
unpleasant  task  for  any  child,  which  continually 
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reminds  them  of  their  difference  from  well  chil- 
dren. Thus  a reward  system  is  suggested  for 
diligent  and  necessary  efforts.  For  children  under 
7-8  years  of  age  it  is  optimal  to  have  both  parents 
involved  if  possible,  since  it  reduces  the  pressure 
on  any  one  parent.  It  is  recommended  that  the 
child  receive  an  inexpensive  treat  weekly  for  '‘do- 
ing well”  with  his  or  her  medication. 

For  children  8-11  or  thereabouts,  a reward 
system  is  established  to  encourage  them  to  remind 
their  parents  when  the  next  dosage  should  be 
given.  This  takes  some  responsibility  away  from 
the  parents  and  provides  a simple  audit  of  ad- 
herence, namely  the  child’s  request.  I suggest 
that  children  be  rewarded  if  they  remind  their 
parents  about  75%  of  the  time  or  more.  One 
suggestion  would  be  an  inexpensive,  but  valued, 
biweekly  reward  of  a visit  to  a favorite  fast  food 
chain.  Some  families  do  not  reward  children 
and  prefer  to  define  reward  as  absence  of  punish- 
ment, if  successful.  I tend  not  to  interfere  with 
family  discipline  styles.  My  goal  is  to  teach 
children  that  it  is  important  to  take  their  medi- 
cine and  hope  they  become  self-sufficient  as  early 
as  possible. 

For  adolescents  12  to  15  years,  I recommend 
that  they  check  off  the  times  they  take  the  medi- 
cation each  day  on  a calendar  situated  where 
the  medicine  is  kept  and  that  the  parents  audit 
the  calendar  for  adherence.  Older  youths  are 
given  full  responsibility  of  their  care  with  parents 
encouraged  not  to  remind  too  often. 

One  way  physicians  can  demonstrate  their 
sincerity  concerning  medication  administration  is 
to  frame  these  above  recommendations  in  a 
simple  contract  form  signed  by  all  parties,  includ- 
ing the  physician.  One  copy  is  given  to  the 
family  and  one  kept  for  the  chart.  It  may  be  re- 
ferred to  on  a routine  check-up  to  see  if  the  sys- 
tem is  still  intact.  It  may  also  be  referred  to  if 
a low  or  absent  drug  level  is  obtained  and  a re- 
evaluation  of  the  medication  supervision  system 
is  required. 

If  there  is  repeated  non- adherence,  the  super- 
vision system  is  redefined.  For  non-adherent 
children  greater  than  7-8  years,  there  is  a reduc- 
tion in  autonomy  with  medication  and  increased 
supervision  by  parents.  Frequently  a punitive 


measure  may  be  added  to  the  contract,  so  that 
failure  to  fulfill  expected  behavior  results  in  nega- 
tive sanctions,  such  as  no  TV  or  outdoor  play 
time.  For  children  less  than  7-8  years,  failure 
in  drug  adherence  is  the  parents’  fault.  An  un- 
derstanding approach  seems  to  encourage  ad- 
herence much  better  than  angry  or  hostile  phrases. 
One  may  remind  the  parents  that  it  is  difficult 
to  be  both  continually  responsible  for  a chroni- 
cally ill  child  and  to  have  the  medicine  continu- 
ously available  at  all  times.  One  may  also  en- 
courage by  stating  that  the  process  takes  time 
to  master  and  that  they  will  catch  on  soon.  If 
the  physician  is  confronted  with  persistently  nega- 
tive behavior,  the  family  may  require  counseling. 
Often  the  families  who  do  not  adhere  to  medical 
regimens  are  not  doing  so  because  they  function 
best  when  a family  member  is  ill.  Therefore,  they 
become  dysfunctional  when  there  is  a threat  to 
the  family  system  of  disease  maintenance.  Re- 
ferral to  psychological  or  psychiatric  counseling 
should  be  encouraged  to  correct  the  problem.20 

A third  approach  to  encourage  drug  compliance 
is  to  forewarn  families  with  chronically  ill  chil- 
dren that  persistent  physical  morbidity  may  lead 
to  psycho-social  morbidity.  Specific  question- 
naires which  measure  how  well  each  member  of 
the  family  is  adapting  to  the  chronic  illness  may 
be  useful  to  document  maladaptive  family  be- 
haviors. These  behaviors  include  parental  over- 
protectiveness  of  patient,  sibling  neglect  by  par- 
ents and  resentment  by  siblings,  strained  parental 
relationship  with  patient,  as  well  as  poor  self- 
concept  and  poor  peer  interaction  on  the  part 
of  the  patient.21  Their  questionnaires  are  re- 
viewed at  a family  visit.  If  no  significant  diffi- 
culties are  found,  the  families  are  counseled  that 
the  above  problems  may  develop  in  the  future. 
They  are  also  informed  that  the  best  way  to  pre- 
vent these  maladaptive  behaviors  is  to  ensure 
drug  compliance  so  as  to  prevent  physical  mor- 
bidity. Families  who  demonstrate  via  the  ques- 
tionnaire that  maladaptive  behaviors  are  existent 
are  offered  family  counseling  sessions  which  utilize 
simple  behavioral  modification  techniques.  Most 
of  the  emphasis  is  placed  on  drug  adherence  to 
promote  reduction  in  physical  morbidity.  Once 
the  child  is  asymptomatic,  families  are  more  wil- 
ling to  change  maladaptive  behaviors.  It  is  my 
clinical  experience  that  dysfunctional  family  be- 
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haviors  may  even  correct  themselves  without 
counseling  once  drug  adherence  is  maintained 
and  physical  morbidity  is  reduced. 

Summary 

Non-compliance  to  medical  regimen  is  a press- 
ing problem  in  clinical  practice.  The  Health 
Belief  Model  can  be  utilized  to  identify  non-ad- 
herent patients.  Behavioral  modification  strate- 
gies are  available  to  help  physicians  persuade  the 
patients  and  their  families  toward  optimal  drug 
usage.  Appropriate  supervision  of  children  is  a 
requirement  to  ensure  drug  compliance.  Fore- 
warning of  potential  psycho-social  maladjustment, 
if  physical  morbidity  persists,  frequently  enhances 
drug  adherence. 

All  of  the  above  strategies  can  be  incorporated 
into  a clinical  practice  to  reduce  morbidity  signifi- 
cantly. 
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SURGICAL  PULMONARY  PHYSIOLOGY 


David  V.  Pecora,  M.D. 


The  surgeon’s  interest  in  pulmonary  physiology 
involves  several  aspects:  the  importance  of  pre- 
operative pulmonary  disease,  the  effects  of  opera- 
tive trauma,  the  rate  and  completeness  of  re- 
covery of  function  and  most  important,  the  pre- 
dictability of  morbidity  and  mortality.  It  is  my 
purpose  to  stress  these  aspects  rather  than  to  offer 
an  exhaustive  review  of  what  is  known  regarding 
pulmonary  physiology  as  the  latter  is  covered  in 
many  textbooks. 

Preoperative  Evaluation 

At  the  outset  it  should  be  understood  that  in 
the  individual  patient,  decision  to  operate  must 
finally  be  made  on  clinical  grounds.  At  the  pres- 
ent state  of  the  art,  laboratory  information  is  of 
statistical  value  which  is  not  discriminating  enough 
to  select  individual  patients.  A good  history  and 
physical  examination  will  yield  invaluable  infor- 
mation regarding  the  status  of  cardiopulmonary 
reserve.  In  the  majority  of  patients,  no  additional 
information  will  be  required  preoperatively.  A 
good  history  will  reveal  exercise  tolerance,  ex- 
posure to  noxious  materials,  respiratory  tract 
infections,  and  possible  cardiac  disease. 

Physical  examination  will  often  reveal  evidence 
of  emphysema,  pulmonary  hypertension  and  heart 
failure.  Chest  radiograph  and  electrocardiogram 
may  be  of  benefit  but  are  not  prognostically  very 
discriminating  in  predicting  prognosis.  Of  course, 
a recent  myocardial  infarction  would  be  of  great 
significance. 

A small  number  of  candidates  who  are  neither 
clinically  acceptable  nor  obviously  unable  to  tol- 
erate operation  require  further  study. 

Dr.  Pecora  is  Chief  of  Surgery  at  the  Veterans  Administration 
Hospital  and  Professor  of  Surgery,  Thomas  Jefferson  University, 
Philadelphia. 

This  paper  was  adapted  from  a presentation  at  the  Veterans 
Administration  Hospital,  Wilmington. 
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Very  early,  attempts  were  made  to  correlate 
pulmonary  volumes  with  operative  prognosis'. 
When  these  did  not  prove  of  great  value,  attention 
was  focused  on  pulmonary  aerodynamics.  The 
latter  tests  were  able  to  identify  obstructive  disease 
which  is  often  seen  in  patients  with  borderline 
function.1  It  was  thus  possible  to  demonstrate  bet- 
ter correlation  between  preoperative  values  and 
postoperative  morbidity  and  mortality.  Some  in- 
vestigators found  that  a panel  of  tests  yielded  bet- 
ter results  than  any  single  test.  Many  clinicians 
rely  heavily  upon  the  forced  expiratory  volume  in 
one  second  (FEV). 

Attempts  to  utilize  arterial  gas  studies  as  pre- 
operative aids  have  not  proved  as  valuable  as 
originally  hoped.  Obviously,  any  evidence  of 
elevated  carbon  dioxide  partial  pressure  (pCo2) 
is  an  indication  of  severe  pulmonary  decompensa- 
tion, as  carbon  dioxide  clearance  is  one  of  the 
last  functions  to  be  affected  by  pulmonary  disease. 
Most  patients  with  C02  retention  can  be  elimi- 
nated as  operative  candidates  on  clinical  grounds. 

Arterial  oxygen  partial  pressures  (pO2)  are  of 
limited  value  in  selecting  patients.  In  most  in- 
stances, a decreased  p02  reflects  perfusion-venti- 
lation imbalance  in  the  lung;  ie,  parts  of  the  lung 
which  are  poorly  ventilated  are  perfused.  Early 
experiences  led  to  the  development  of  differential 
bronchospirometry  as  an  aid  in  identifying  differ- 
ences in  each  lung.2  More  recently  perfusion- 
ventilation  scintiscanning  has  permitted  localiza- 
tion of  defects.  In  rare  instances  removal  of 
localized  diseased  lung  which  is  perfused  and 
poorly  ventilated  will  improve  pC>2  postoperatively. 
Occasionally,  after  large  resections  such  as  pneu- 
monectomy, increased  perfusion  in  the  remaining 
well  ventilated  lung  will  also  improve  p02.  Gen- 
erally, however,  arterial  p02  can  be  expected  to 
remain  the  same  as  preoperatively  after  the  patient 
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has  recovered  from  the  early  effects  of  the  opera- 
tion. Some  investigators3  have  combined  per- 
fusion-ventilation scintiscanning  with  ventilatory 
tests  and  can  thus  accurately  predict  ventilatory 
levels  after  pneumonectomy.  After  subtotal  pul- 
monary resections,  predictions  are  not  very  re- 
liable. However,  those  methods  do  not  appear 
to  be  more  discriminating  in  predicting  morbidity 
and  mortality  than  bronchospirometry  or  other 
ventilatory  tests  alone. 

Carlens  appears  to  have  been  the  first  to  suggest 
the  use  of  catheterization  with  balloon  occlusion  of 
the  right  or  left  pulmonary  artery  as  a method  of 
producing  a functional  pneumonectomy.  A num- 
ber of  investigators  have  shown  that  operative 
prognosis  is  correlated  with  pulmonary  artery 
pressures.4  We  have  shown  that  pulmonary  artery 
pressure  determinations  are  much  more  discrimi- 
nating in  predicting  prognosis  than  ventilatory 
studies.5 

The  Swan-Ganz  catheter  can  be  used  pre-  and 
intraoperatively  to  record,  not  only  pulmonary 
artery  pressures,  but  also  to  monitor  the  left  heart 
through  wedge  pressures.  Pulmonary  artery  cathe- 
terization is  an  invasive  procedure,  and  is  reserved 
for  the  problem  patient. 

The  Effects  of  Operation 

The  effects  of  various  operations  upon  pul- 
monary function  differ.  These  effects  have  been 
shown  to  be  predictable.6 

Although  vital  capacity  proved  of  little  value  in 
patient  selection  for  surgical  procedures,  it  has 
proved  of  value  in  determining  the  rate  of  re- 
covery of  ventilatory  function.  We  and  others 
have  shown  that  the  deleterious  effects  of  opera- 
tions are  principally  restrictive,  that  is,  expansion 
of  the  lung  is  limited.  Any  apparent  airway  ob- 
structive effect  is  secondary  to  decrease  in  lung 
volume.6  Postoperative  vital  capacity  is  depressed 
most  by  intrapleural  operations,  and  to  a pro- 
gressively less  extent  by  upper  abdominal  to  lower 
abdominal  operations.  The  position  of  the  in- 
cision is  very  important.  The  type  of  incision  and 
the  extent  of  the  procedure  appear  to  be  of  little 
importance  as  far  as  ventilatory  effect  is  con- 
cerned. Head,  neck,  mediastinal,  chest  wall  (ex- 
cept thoracoplasty),  perineal  and  extremity  oper- 
ations do  not  depress  ventilation.  The  effects  of 
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various  anesthetic  agents  are  of  importance  but 
are  beyond  the  scope  of  this  discussion  except  for 
the  observation  that  most  general  anesthetics  de- 
press respiration  and  myocardial  function,  spinal 
anesthesia  may  depress  respiration  and  regional 
anesthesia  appears  to  be  the  safest  from  a respira- 
tory point  of  view. 

Early  in  our  experience  we  found  that  in  fol- 
lowing patients  after  open  thoracotomy,  if  we 
expressed  vital  capacity  as  percent  of  the  preop- 
erative value,  all  patients  yielded  similar  results 
regardless  of  age,  sex,  and  size.7  The  rate  of 
recovery  of  vital  capacity  was  exponential,  being 
more  rapid  early.  If  less  than  seven  segments  of 
lung  were  removed,  the  effects  were  the  same  and 
recovery  to  approximately  the  preoperative  values 
could  be  expected  in  about  six  weeks.  Resection 
of  more  than  seven  segments  of  lung  resulted  in  a 
lasting  decrease  in  vital  capacity  and  total  lung 
volume,  although  less  than  would  have  been  ex- 
pected from  the  percentage  of  total  lung  resected. 
Much  to  our  surprise,  smoking  history,  physio- 
therapy, narcotics,  active  encouragement,  and  the 
use  of  blow  bottles  did  not  alter  the  rate  of  re- 
covery. Bilateral  simultaneous  open  thoracotomy 
produced  twice  the  depressing  effect  on  vital  ca- 
pacity as  unilateral  thoracotomy.8  Unexpectedly, 
we  found  that  patients  with  complications  such  as 
pneumonia,  and  less  than  massive  atelectasis, 
pneumohemo-  or  hydrothorax  recovered  vital  ca- 
pacity at  essentially  the  same  rate  as  patients  with 
no  complications.9  The  significance  of  these 
findings  is  not  clear.  However,  these  data  permit 
one  to  predict  the  effects  of  thoracotomy. 

Recovery  of  vital  capacity  after  abdominal  op- 
erations occurs  much  more  rapidly  than  after  in- 
trapleural operations.6  Arterial  blood  gases  are 
affected  only  temporarily,  usually  recovering  to 
preoperative  levels.  pCo2  elevation  is  seen  usually 
when  the  patient  hypoventilates.  It  may  also  oc- 
cur when  there  are  severe  pulmonary  complica- 
tions, such  as  pneumonia,  atelectasis,  or  pneumo- 
thorax. pC>2  depression  occurs  with  almost  all 
pleural  and  upper  abdominal  operations.  Recov- 
ery of  pC>2  to  preoperative  levels  is  usually  more 
rapid  than  vital  capacity.  pC>2  depression  is  more 
severe  after  cardio-pulmonary  complications  and 
severe  sepsis  and  may  be  an  early  sign  of  their 
presence,  as  all  of  these  lead  to  an  increase  in 
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perfusion- ventilation  imbalance  and/or  impaired 
gas  diffusion. 

Postoperative  Considerations 

As  previously  mentioned,  the  rate  of  recovery 
of  lung  volumes  and  ventilatory  capacity  to  pre- 
operative levels  can  be  predicted  for  a given  op- 
eration. Postoperatively  arterial  blood  gases  have 
yielded  the  most  sensitive  information  from  a 
respiratory  aspect.  Hypoventilation  is  indicated 
by  rising  pCo^  and  should  be  treated  by  ventila- 
tory assistance  preferably  with  a volume  cycled 
respirator.  When  the  respiratory  center  is  normal, 
the  machine  should  be  adjusted  to  assist  respira- 
tions. If  the  respiratory  center  is  abnormal  or 
depressed,  cycling  should  be  adjusted  to  provide 
satisfactory  arterial  blood  gas  levels.  Whenever 
the  machine  “takes  over,”  the  patient’s  arterial 
gases  should  be  monitored  frequently. 

Arterial  pC>2  levels  are  depressed  after  almost 
all  pleural  and  abdominal  operations  because  of 
decreased  lung  volume  which  leads  to  a physio- 
logical shunt.6  In  patients  with  diseased  lungs, 
the  decrease  in  pC>2  may  be  exaggerated.  Com- 
plications such  as  atelectasis,  pneumonia,  pulmon- 
ary edema,  pleural  effusion  and  sepsis  may  be  de- 
tected early  by  monitoring  arterial  pO. 

In  general,  arterial  pC>2  should  not  be  allowed 
to  fall  below  70  mmHg.  Mild  hypoxia  may  be 
treated  by  oxygen  inhalations.  Since  increased 
proportions  of  oxygen  may  be  toxic  and  may 
contribute  to  atelectasis  by  washing  out  alveolar 
nitrogen,  we  prefer  to  treat  severe  hypoxia  by 
positive  end  expiratory  pressure  (PEEP)  or  con- 
tiouous  positive  airway  pressures  (CPAP).  These 
tend  to  improve  alveolar  ventilation  and  thus 
correct  perfusion-ventilation  imbalance.  We  have 
had  no  complications  using  positive  airway  pres- 
sures of  less  than  10  cm  H2O  maximum. 

Arterial  pCte  should  be  monitored  to  determine 
when  a patient  is  ready  for  discontinuation  of 
oxygen  and/or  assisted  ventilation.  As  previously 
noted,  we  have  not  found  that  any  “weaning” 
routine  will  speed  recovery  of  ventilatory  function. 
We  merely  attempt  to  determine  when  the  patient 
has  recovered  sufficiently  to  no  longer  require 
assistance.  First  we  reduce  oxygen  and  later  dis- 
continue ventilatory  assistance  using  blood  gases 


merely  to  assess  the  patient’s  ability  to  tolerate 
changes  in  treatment 

Intraoperative  and  postoperative  use  of  Swan- 
Ganz  catheterization  is  useful  when  cardiac  diffi- 
culties are  encountered  or  expected.  This  occurs 
usually  after  emergency  procedures,  as  patients 
undergoing  elective  operations  are  carefully 
screened  preoperatively  to  eliminate  severe  cardiac 
conditions.  Swan-Ganz  catheterization  should  be 
used  where  positive  airway  pressures  of  over  10 
cm  of  water  are  employed  to  monitor  cardiac 
output. 
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ALEXANDER  E.  SMITH,  M.D. 

Two  days  before  Christmas,  December  23, 
1980,  Alexander  E.  Smith  died  at  the  age  of  78. 
A cerebral  vascular  accident  in  February  of  the 
same  year  abruptly  terminated  his  53  years  as  a 
physician  in  Wilmington. 

A graduate  of  the  Medical  School  of  the  Uni- 
versity of  Pennsylvania,  he  began  family  practice 
at  1904  Washington  Street  during  1928.  This 
was  both  his  home  and  his  address  during  his 
career.  During  the  late  1930s  he  was  physician 
for  the  City  of  Wilmington.  Later  he  was  both  a 
Board  member  as  well  as  president  of  the  Wil- 
mington Board  of  Health.  Prior  to  World  War  II 
he  served  as  a physician  for  Draft  Board  2.  Dur- 
ing World  War  II  he  was  assigned  to  the  15th 
Army,  General  George  S.  Patton,  Jr.  command- 
ing. Alex,  a Captain  in  the  Medical  Corp,  was 
Chief  Dispensary  Officer. 


Alex  had  a special  antipathy  for  personal  vaca- 
tions. He  felt  that  his  enjoyment  of  his  profes- 
sional career  was  in  itself  a vacation.  He  had  an 
unusual  dedication  to  the  care  of  the  indigent  eld- 
erly and  those  he,  for  many  years,  termed  dis- 
advantaged and  needy  children.  Many  of  the 
visits,  office  and  home,  lacked  financial  remunera- 
tion. He  felt  that  such  care  was  a part  of  the 
privilege  of  being  a physician. 

Serving  on  the  staffs  of  all  the  area  hospitals, 
he  was  also  a member  of  the  American  Academy 
of  Family  Physicians.  He  was  a 50-year  member 
of  the  Delaware  Academy  of  Medicine.  He  was 
active  in  the  area  medical  societies.  A former 
president  of  the  Avoda  Club,  he  was  at  one  time 
director  of  both  the  YWHA  and  the  YMHA. 

He  was  married  49  years  to  his  wife,  Rosella 
Graham  Smith,  who  survives.  There  are  no  chil- 
dren. 

Charles  M.  Bancroft,  M.D. 
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AN  ECONOMIST  LOOKS  AT  THE 
FUTURE  OF  HEALTH  CARE 


Eli  Ginzberg,  Ph.D. 


The  beginning  of  my  exposure  to  a health  care 
delivery  system  came  in  World  War  II,  during 
which  I had  an  opportunity  to  learn  a lot  of  things 
about  health  care  by  accident.  There  were  then 
45,000  physicians  under  the  control  of  the  sur- 
geon general  of  the  Army.  They  called  me  over 
to  try  to  help  out  on  logistical  planning.  I’ve 
often  been  asked,  “How  come  with  45,000  phy- 
sicians they  needed  you?” 

I say,  “I  knew  how  to  add  and  subtract.” 

I want  to  put  some  of  the  economics  of  medi- 
cine into  perspective,  and  then  tell  you  what  I 
think  may  and  may  not  happen  in  the  future  be- 
cause there  are  a few  fixed  points  in  the  economics 
of  medicine.  Michael  Davis,  an  early  student  of 
reform  of  health  care  in  the  United  States,  esti- 
mated that  about  fifty  years  ago  New  York  City 
was  spending  the  “fabulous  sum”  of  150  million 
dollars  a year  to  provide  health  care.  The  figure 
today  is  around  $7.5  billion.  Davis  referred  to 
the  expenditure  of  a “fabulous”  $150  million,  but 
New  York  has  not  added  one  person  to  the  city 
from  his  day  to  this,  and,  in  fact,  probably  has 
lost  population.  By  rough  calculation,  the  ex- 
penditure in  New  York  is  50  times  more  today 
than  then;  allowing  for  inflation,  it  is  still  15  to 
20  times  greater.  Our  first  question  is,  “How 
come?  What’s  made  medical  care  that  much 
more  expensive?” 

Dr.  Ginzberg  is  Director  of  the  Conservation  of  Human  Re- 
sources at  Columbia  University.  This  paper  is  an  edited  version 
of  his  presentation  to  the  Fiftieth  Anniversary  Celebration  of  the 
Delaware  Academy  of  Medicine.  The  author  acknowledges  the 
assistance  of  Dr.  Bernadine  Z.  Paulshock  in  preparing  a first  draft 
from  the  tapes. 


Let  me  tell  you  a few  reasons  why  medical  care 
is  much  more  expensive  today  than  it  was  fifty 
years  ago. 

When  I first  began  to  teach  at  Columbia  in  the 
middle  30s,  I was  closely  associated  with  several 
young  physicians  in  New  York.  At  that  time 
several  hundred  recent  medical  graduates  were 
driving  taxicabs  or  working  for  the  post  office. 
The  only  way  they  could  begin  to  practice  was  to 
borrow  offices  of  senior  colleagues  to  use  at  night, 
for  they  could  not  afford  to  rent  an  office  by 
themselves.  They  looked  forward  to  seeing  pa- 
tients at  six  or  seven  o’clock  at  night.  That’s  what 
the  situation  was  then.  The  average  earnings  of 
a physician  in  the  late  30s  was  probably  2 to  2.5 
times  that  of  the  average  skilled  worker  in  the 
United  States. 

Today  the  medical  profession  has  reached  a 
level  of  personal  affluence  never  before  achieved 
in  the  recorded  history  of  this  country.  No  mat- 
ter which  figures  you  take  there  is  a new  economic 
relationship  of  the  medical  profession  to  the 
general  earnings  level  of  the  American  popula- 
tion, a ratio  of  about  5 to  1. 

I also  remember  that  nurses  in  the  late  30s 
worked  either  a straight  12  hour  shift  or  a 12 
hour  split-shift  which  meant  that  they  were  on  for 
eight,  off  for  four  hours,  and  then  on  again  for 
four,  so  that  they  actually  were  under  the  hos- 
pital’s control  for  16  hours  in  the  day  for  little 
more  than  room  and  board.  Our  most  recent 
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nurses’  strike  in  New  York,  which  affected  Mt. 
Sinai,  Presbyterian  and  Maimonides  involved 
nurses  who  worked  an  eight  hour  day,  making 
$16,000  a year,  demanding  improvements  in  their 
contract.  And  in  New  York  few  nurses  any 
longer  provide  direct  nursing  services  to  a pa- 
tient. They  are  managers  of  other  people  who, 
we  hope,  do  something  useful  to  and  for  patients. 
The  change  in  nursing  practice  came  out  of  World 
War  II.  I was  party  to  creating  that  revolution 
because  in  the  Army  we  had  a large  number  of 
ward  attendants,  and  the  nurse,  therefore,  became 
a manager  with  officer  rank.  After  the  war  she 
never  went  back  to  direct  nursing  care. 

In  the  mid-30s  my  father  was  treated  at  Mt. 
Sinai  Hospital  for  a 2-stage  prostatectomy  from 
which  he  took  three  months  to  recover.  My  recol- 
lection is  that  Mt.  Sinai  Hospital’s  per  diem  cost 
was  at  that  time  in  the  neighborhood  of  six  dol- 
lars per  diem.  Today  Mt.  Sinai’s  per  diem  can- 
not be  less  than  $330  a day,  and  Memorial’s  is 
over  $400,  an  increase  of  50  to  70  times! 

One  point  that  is  very  important  to  remember 
in  this  discussion,  one  which  I am  convinced  that 
the  public  understands  better  than  most  govern- 
ment officials  and  other  so-called  informed  people, 
is  the  simple  explanation  that  lies  back  of  these 
cost  increases.  There  was  nothing  good  about 
an  economy  such  as  we  had  in  the  1930s  that 
forced  physicians  to  drive  taxicabs  or  to  work  in 
the  post  office.  Furthermore,  no  human  being 
should  be  required  to  be  at  the  work  site  for  16 
hours  and  to  work  12  hours  for  just  room  and 
board  as  was  the  case  for  nurses.  That  is  exploi- 
tation. One  reason  for  the  low  per  diem  costs 
for  hospitals  were  staff  exploitation  and  the  limited 
capacity  of  hospitals  to  perform  effectively  by  cur- 
rent standards. 

What  we  have  seen  happen  in  the  past  50  years 
is  that  medicine  has  entered  and  passed  through 
a fantastic  period  of  high  productivity  unequalled 
by  any  other  service.  And  the  American  public, 
with  more  income  at  its  disposal,  responded  posi- 
tively. It  believes  that  it  is  getting  its  money’s 
worth. 

I am  by  profession  an  economist  but  I often 
disassociate  myself  from  my  colleagues.  Many 
economists  as  well  as  many  leading  businessmen 


have  a quite  different  view  of  what  has  been  hap- 
pening. They  look  upon  the  medical  profession 
as  a monopoly,  and  as  a monopoly  they  believe 
that  physicians  are  able  to  use  their  power  to 
increase  their  income.  Further,  many  economists, 
businessmen,  and  government  leaders  believe  that 
hospitals  operate  largely  outside  of  the  competi- 
tive market;  that  hospitals,  able  to  have  their  bills 
paid  by  third  parties,  are  encouraged  to  spend 
more  and  more. 

There  is  also  the  parallel  view  that  since  con- 
sumers now  have  a lot  of  insurance,  they  want 
more  and  more  health  care,  including  more  ad- 
missions to  hospitals  because  they  don’t  have  to 
pay  for  same  out  of  their  own  pockets.  But  the 
people  I know  have  better  things  to  do  than  to 
get  their  physician  to  admit  them  to  a hospital 
or  if  admitted  to  stay  as  long  as  possible.  But 
that’s  the  view  of  the  typical  governmental  re- 
former or  economist. 

There  is  also  a strong  belief  that  we  have  too 
much  specialization.  Yet  it  has  always  seemed 
clear  to  me  that  if  one  is  going  to  be  treated,  it  is 
better  to  be  treated  by  a physician  with  greater 
rather  than  lesser  competence.  I have  never  un- 
derstood the  current  attack  on  specialized  medi- 
cine. I have  long  believed  that  specialization  is 
one  of  the  hallmarks  of  medicine’s  advance,  its 
expertise,  and  its  productivity.  Physicians  are 
now  able  to  do  a lot  of  things  which  no  one  in 
earlier  days  could  possibly  do. 

I have  summarized  what  many  critics  think 
about  the  medical  care  system.  There  is  another 
interpretation  of  what  has  been  happening  that 
is  worth  reviewing.  Health  insurance,  both  Blue 
Cross  and  commercial,  has  demonstrated  a great 
marketing  advance  over  the  last  35  to  40  years. 
In  a study  of  the  hospitals  of  the  State  of  New 
York  that  I prepared  for  Governor  Dewey  in  ’48- 
’49,  A Pattern  for  Hospital  Care,1  I suggested  that 
at  some  distant  future,  health  insurance  might  be 
able  to  cover  between  80  and  85  percent  of  the 
population  of  New  York  State.  Many  people 
thought  that  my  estimate  was  much  too  high.  Yet 
that’s  about  what  the  enrollment  in  such  health 
insurance  plans  is  now  throughout  the  United 
States.  I consider  broad  coverage  to  be  desirable. 
If  it  is,  how  can  one  complain  as  so  many  econo- 
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mists  do  that  consumers  don’t  pay  more  out  of 
their  own  pockets.  The  goal  of  health  insurance 
as  I understand  it,  is  to  protect  the  consumer 
from  that  risk. 

As  far  as  physicians  being  a monopoly,  it  has 
always  seemed  to  me  that  a profession  has  the 
responsibility  to  set  standards  and  to  improve 
quality.  Who  else  is  supposed  to  do  that?  In 
the  process  of  fulfilling  these  responsibilities,  the 
profession  must  make  judgments  about  the  edu- 
cation of  its  members  and  the  conditions  of 
practice.  My  complaint  with  the  AMA  is  not 
that  it  sought  to  control  entrance  into  the  medical 
profession,  which  it  did  in  the  1930s  when  we 
faced  a surplus  of  doctors,  but  that  it  buckled 
and  backtracked  from  giving  advice  in  the  early 
’60s.  I walked  away  from  talking  sensibly  to  the 
American  public  about  the  number  of  physicians 
needed,  and  from  that  day  to  this  it  has  refused 
to  take  a position  on  the  matter.  Yet  we  will 
have  too  many  physicians  very  soon,  if  we  do  not 
already  confront  such  a situation.  I have  had 
to  do  the  AMA’s  job,  which  I started  doing  as 
early  as  ’59,  when  I wrote,  “We’re  not  going  to 
run  out  of  physicians,  take  it  easy,  don’t  get  ex- 
cited. There  is  more  danger  to  the  American 
public  from  having  too  many  physicians  than  too 
few.”2  But  the  AMA  has  been  intimidated  by  its 
troubles  in  Washington  (losing  the  fight  over 
Medicare)  and  has  not  taken  the  leadership  it 
should  on  the  issue  of  physician  supply. 

When  the  voluntary  hospitals  system,  which 
means  the  bulk  of  the  hospitals  in  the  country 
that  provide  general  medical  care  is  assessed,  it 
may  appear  untidy  just  as  everything  else  in  the 
United  States  medical  care  system.  Nevertheless 
do  not  denigrate  what  these  hospitals  have  been 
able  to  do.  They  managed  to  attract  the  capital 
funds  they  required  to  bring  their  facilities  up  to 
date  and  to  keep  them  current.  Not  only  have 
the  old  hospitals  been  refurbished  with  new  tech- 
nology, but  as  the  U.S.  became  suburbanized  new 
hospitals  were  built.  There  is  a respectable  level 
of  hospital  care  available  to  practically  every 
person  in  the  United  States  except  the  few  who 
live  in  the  wilds  of  Wyoming.  Hospital  care  is 
available  to  99  percent  of  the  population  within 
an  hour  to  an  hour  and  a half’s  drive  from  their 
homes.  This  reflects  first  the  success  of  the  AMA 


in  establishing  a basic  level  of  medical  education 
and  secondly,  community  cum  government  success 
in  providing  the  financial  resources  required. 

The  federal  government,  state  governments  and 
local  governments  together  provide  40  percent 
of  total  health  expenditures,  amounting  to  about 
210  billion  dollars  in  1978.  That’s  the  size  of 
the  industry.  About  6.5  million  people  are  em- 
ployed in  health  care,  roughly  1 out  of  every  15 
workers.  We  spend  on  medical  care  (without 
medical  education  which  is  a separate  account) 
roughly  10  percent  of  disposable  income. 

Although  I am  not  a futurologist,  the  title  of 
my  talk  obligates  me  to  tell  you  what  I think 
will  come  next  in  health  care.  First,  I believe 
that  the  present  loosely  articulated  system  will 
continue  in  place  with  only  modest  modifications. 
There  is  no  possibility  that  it  will  be  tidied  up 
and  transformed  into  one  big  rationalized  sys- 
tem. Nobody  has  been  able  to  suggest  on  paper, 
much  less  in  life,  how  such  a fantastically  com- 
plicated system  could  be  made  tidy. 

Second,  I do  not  believe  National  Health  In- 
surance is  coming.  The  reason  I say  that  defini- 
tively, and  I’ve  been  saying  it  for  a long  time,  is 
that  it  has  been  threatened  since  the  election 
campaign  of  1912  when  Teddy  Roosevelt  ran  on 
a platform  which  included  national  health  insur- 
ance. After  70  years  of  warning  it  is  time  to 
relax. 

Third,  in  some  indefinite  future  when  we  are  no 
longer  frightened  of  the  Russians,  the  world  has 
quieted  down,  and  we  are  no  longer  dependent 
on  Middle  East  oil — when  all  of  those  wonderful 
conditions  come  to  be,  it  is  possible,  but  by  no 
means  certain,  that  Congress  will  pass  something 
called  “Catastrophic  health  insurance.”  Congress 
may  then  be  ready  to  do  something  meaningful 
to  prevent  the  bankruptcy  of  those  few  people 
who  run  into  serious  trouble.  But  long  before 
that,  major  medical  insurance  may  be  sufficiently 
improved  to  obviate  the  need  for  Congressional 
action.  At  least  it  is  a possibility. 

There  is  a commonly  held  view  that  American 
industry  is  highly  innovative.  Some  companies 
are  but  many  more  are  not.  So  some  kind  of 
governmental  catastrophic  insurance  may  come 
because  of  the  failure  of  the  insurance  industry. 
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Many  persons  have  become  deeply  concerned 
that  health  costs  in  the  U.S.  have  been  rising 
much  more  rapidly  than  the  consumer  price  index. 
The  acceleration  or  inflation  in  health  care  ex- 
penses has  been  greater  than  on  the  price  level 
in  general.  That  cannot  continue  much  longer. 
It  is  true  that  this  has  been  occuring  for  quite  a 
few  years  but  the  discrepancy  can’t  continue  in- 
definitely. If  it  did,  the  American  public  would 
no  longer  have  money  for  food  or  clothing.  All 
it  would  have  money  for  would  be  health  care. 
That  will  not  happen.  Anybody  who  has  any 
sense  at  all  about  the  nature  of  our  economy 
knows  that  there  cannot  be  an  indefinite  expan- 
sion of  expenditures  in  one  area.  I always  like 
to  use  my  home  city  of  New  York  as  an  example, 
because  if  things  can  improve  in  New  York,  then 
you  know  the  rest  of  the  country  cannot  be  far 
behind.  In  the  last  few  years,  we  have  managed 
to  reduce  our  general  hospital  beds  by  3,000  to 
4,000,  about  a 10  percent  reduction.  In  addition, 
the  State  of  New  York  has  been  able  to  eliminate 
underutilized  services;  an  obstetrical  or  pediatric 
service  must  operate  at  a minimum  level  to  justify 
reimbursement.  People  who  must  provide  the 
resources  to  support  an  expensive  system  will 
sooner  or  later  insist  on  economies  and  effi- 
ciencies. 

I would  be  happier,  and  so  would  Washington, 
if  costs  were  coming  under  control  somewhat. 
But  one  of  the  reasons  why  costs  have  accelerated 
in  recent  years  is  that  we  were  very  ambitious  in 
the  mid-60s.  We  appropriately  sought  to  improve 
the  access  of  poor  people  into  the  system  and  to 
socialize  the  health  costs  of  older  people.  We 
were  not  very  smart  in  thinking  through  the  sec- 
ondary consequences  such  as  cost  inflation.  But 
we  never  are  because  it  cannot  be  done.  That  is 
why  futurology  is  doomed  to  failure.  One  cannot 
think  through  the  secondary,  not  to  mention  the 
tertiary,  consequences.  Life  refuses  to  be  revealed 
in  advance.  That  is  not  the  way  it  is  played. 
Probably  we  are  lucky  not  to  know  what  is  going 
to  happen. 

In  any  case,  we  made  a substantial  advance  in 
improving  access  to  a point  where  the  poor  often 
utilize  the  health  care  system  more  than  the  rich. 
But  that  isn’t  necessarily  good  for  the  poor  who 
are  operated  on  more  than  the  rich. 


Currently  there  is  a lot  of  excitement  about  new 
delivery  forms.  That  is  a wonderful  expression, 
economists  love  it.  We  are  now  in  the  HMO 
period.  Various  experiments  are  going  on  which 
presumably  will  improve  quality  and  control  cost. 
I believe  that  you  can  on  occasion  do  one  or  the 
other,  but  I am  sure  you  cannot  do  both  simul- 
taneously. I hear  that  HMOs  are  the  promise 
of  the  future,  but  my  experience  is  that  most  phy- 
sicians are  reluctant  to  join  an  HMO,  and  patients 
are  likewise  not  rushing  to  join  them.  If  these 
observations  are  correct,  how  can  HMOs  be  the 
hope  of  the  future?  True,  California  has  Kaiser- 
Permanente,  but  the  system  had  difficulty  expand- 
ing within  California  and  even  more  difficulty  out- 
side. There  is  an  elaborate  HMO  at  Harvard  and 
another  at  Yale;  and  others  are  springing  up  in 
the  South  and  Middle  West.  I recently  saw  in 
Washington,  D.C.,  the  home  of  one  of  the  oldest 
HMOs,  physicians  walking  up  and  down  outside 
the  building,  striking  against  their  own  coopera- 
tive. Everything  that  I know  about  the  American 
public — the  large  middle-class — suggests  that  it 
is  not  seriously  dissatisfied  with  its  health  care. 
It  would  like  costs  to  be  contained  but  it  is  not 
asking  for  a whole  new  delivery  system.  HMOs 
seem  to  be  thriving  in  Minneapolis  which  most 
Swedish-Americans  look  upon  as  Eden  but  in  my 
city  of  New  York,  which  no  one  would  compare 
with  Eden,  HIP  is  having  a rough  time. 

At  present  there  is  great  interest  in  the  preven- 
tion of  disease  and  disability.  The  thrust  stems 
from  our  northern  neighbor  Canada.  Several 
years  ago,  Mr.  Lalonde,  the  Health  Minister, 
looked  at  his  budget  and  decided  it  was  out  of 
wack.  He  concluded  that  “We  don’t  have  to 
spend  money  on  illness  care.  All  we  have  to  do 
is  take  care  that  fewer  people  get  sick.”  But  he 
forgot  to  say  how  to  do  that.  He  recommended 
that  the  budget  be  shifted  from  care  to  preven- 
tion without  specifying  what  and  how  it  was  to  be 
prevented.  He  emphasized  continually  the  en- 
vironment without  specifying  how  to  do  that  or 
how  it  would  reduce  morbidity. 

An  enthusiast  can  point  to  our  present  jogging 
craze  and  argue  that  it  points  a way  to  better 
health  without  relying  on  therapeutic  medicine. 
But  I am  reminded  of  what  Dr.  Carlson,  a long- 
time professor  at  the  Chicago  Medical  School, 
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said  years  ago,  “More  Americans  die  from  ex- 
ercise than  from  lack  thereof.”  It  does  appear 
that  the  public  is  slowly,  and  I think  sensibly, 
coming  to  understand  that  physicians  cannot  give 
them  back  their  health  if  they  lose  it  by  abuse 
and  that  abuse  contributes  to  disability.  If  you 
eat  too  much,  and  ours  is  the  only  society  in  the 
history  of  mankind  in  which  more  people  die  from 
excess  food  than  from  lack  thereof,  you  will  dam- 
age yourself.  Obviously,  the  more  educated 
a population,  the  better  the  prospects  of  its  chang- 
ing harmful  habits,  but  at  best  progress  will  come 
slowly.  But  if  I had  to  bet,  I would  expect 
greater  gains  from  advances  in  R & D which  to 
use  Lewis  Thomas’  terms  will  see  “halfway  tech- 
nologies” replaced  by  true  breakthroughs. 

One  critical  element  in  the  economics  of  health 
care  lies  less  in  the  field  of  health  care  than  in 
death  care.  Our  society  faces  the  question  as  to 
how  much  of  the  national  treasure  does  it  want  to 
spend  on  old  people  to  ease  their  pain  and  dis- 
comfort? The  key  expense  in  health  care  is  not 
for  young  and  middle  age  adults;  it  is  care  for 
persons  over  65.  In  any  year,  one-quarter  of  all 
the  Medicare  expenses  for  hospitalization  are  for 
patients  who  die  within  the  year.  The  real  ques- 
tion that  our  society  has  to  ask  itself  is  what  are 
its  basic  values  and  what  does  it  want  to  do  for 
the  feeble  aged?  The  Living  Will  is  just  one  re- 
sponse; there  are  others.  The  British  because  of 
their  poverty  have  proscribed  using  expensive 
therapies  on  patients  beyond  a certain  age.  We’ve 
been  richer  and  we’ve  been  able  to  do  more. 

There  is  a current  preoccupation  with  cost  con- 
tainment. The  health  care  system  is  already  being 
modified  for  a whole  series  of  reasons,  including 
the  unwillingness  of  legislative  bodies  to  come  up 
with  the  money  at  the  rate  that  providers  are 
spending  it.  The  challenge  of  cost  containment 
is  not  insoluble.  It  is  being  grappled  with  on  the 
simple  basis  that  the  people  who  have  to  foot  the 
bill  are  becoming  increasingly  incalcitrant.  Sec- 
ondly, in  the  United  States  as  elsewhere,  govern- 
ment is  a limited  instrument  to  accomplish  things 
for  common  welfare.  Yesterday,  I received  a 
Christmas  card  mailed  two  months  earlier  from 
Colorado  Springs.  The  delivery  of  concrete  health 
services  to  concrete  patients  throughout  the 
United  States  does  not  look  to  me  to  be  the  type 


of  service  delivery  that  our  government  is  likely 
to  accomplish  effectively.  Moving  the  mail  is 
easier  than  having  neurological  teams  ready  to 
operate. 

Still,  medicine  is  not  likely  in  the  future  to  re- 
main the  exclusive  province  of  the  profession. 
With  one  out  of  every  four  Americans  graduating 
from  college,  the  American  physician  cannot  treat 
his  patients  as  dummies — telling  them  to  do  this 
or  that  without  explaining  the  reasons  for  his 
recommendations.  New  relationships  will  have 
to  be  worked  out  between  the  medical  profession 
and  the  rest  of  society. 

Another  point:  I heard  recently  that  DuPont‘s 
cost  for  health  care  is  about  a hundred  million 
dollars  a year.  General  Motors  has  stated  that 
its  payments  for  health  care  benefits  exceed  its 
total  bill  for  steel  to  U.S.  Steel.  Obviously  at 
that  level  of  cost,  employers  are  certain  to  get 
interested,  trade  unions  will  become  more  in- 
terested, and  things  will  be  done  differently  than 
in  the  past. 

But  as  long  as  medicine  can  demonstrate  that 
it  has  something  new  and  worthwhile  to  offer,  the 
public  will  see  that  the  resources  will  be  made 
available.  The  public  will  not  walk  away  from 
medicine  as  long  as  breakthroughs  come  along. 
Admittedly  a balance  will  have  to  be  worked  out 
among  goals,  costs,  and  benefits.  Many  Americans 
look  to  medicine  to  guarantee,  if  not  life  per- 
petual, at  least  a good  life  until  the  moment  one 
drops  dead  at  age  100.  That  is  a worthwhile  ideal, 
but  hardly  realizable  at  this  point  in  time.  The 
medical  profession  has  the  obligation  to  talk 
straight  to  the  public. 

Fifty  years  from  now  if  an  economist  is  invited 
to  address  your  Centennial  Meeting  he  too  will 
stress  the  limitations  of  resources  to  accomplish 
all  that  the  health  care  system  is  pursuing.  But 
I expect  that  the  public  will  make  a strenuous  ef- 
fort to  come  forward  with  the  resources  as  long  as 
medicine  continues  to  be  able  to  reduce  pain,  re- 
duce morbidity,  and  increase  longevity. 
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Now. . .today’s  issues 
in  anxiety  management 
are  confronted  in  a unique  program 
for  primary  care  physicians 

Anxiety:  the  therapeutic  dilemma 

Multimedia  Continuing  Education  Program 


1*^1 


4 


Ideas  about  anxiety  management  are  changing.  Problems  have  surfaced.  There  is 
concern  about  dependence  on  minor  tranquilizers  and  new  findings  on  receptor 
sites  in  the  brain.  There  is  a trend  toward  short-term  therapy  and  interest  in 
nondrug  alternatives.  Because  anxiety  can  disable,  the  need  to  treat  continues  in 
daily  practice.  Primary  care  physicians  require  up-to-date  information. 

This  program  can  provide  it. 


Current  Views  and  Opinions 
from  Eminent  Authorities 


Offered  free  of  charge,  this  multimedia  seminar  is  based  on  a major  sym- 
posium. It  integrates  the  views  of  nationally  known  clinicians  with  case  ma- 
terial to  demonstrate:  1 ) keys  to  differential  diagnosis,  2)  recognition  and 
management  of  dependence-prone  patients,  3)  ways  to  minimize  tranquil- 
izer dependency,  4)  guidelines  for  selecting  drug  and  nondrug  therapies,  5) 
how  the  biochemistry  of  anxiety  can  affect  treatment  modalities.  And  more. 


CME  Accreditation 

The  complete  program,  Anxiety:  the  therapeutic  dilemma , is  designed  to 
provide  up  to  a total  of  26  credit  hours  in  Category  1,  PRA/AMA.  The  maximum 
number  of  hours  may  be  obtained  as  follows: 

Seminar(s) 

When  presented  by  an  accredited  CME  provider  (hour  for  hour) ...  up  to  8 hour; 

Self-Study  Programs 

Designed  to  provide  credit  hours  indicated  when  completed 
according  to  instructions: 

• Two  monographs  (completed  as  a unit)  ...  up  to  6 hour: 

• Six  self-study  units  (2  hours  each)  ...  up  to  12  hour: 

Unique  Interactive  Format 
Stimulates  Participation 

More  than  a conventional  lecture,  this  seminar  provides  opportunity  (and 
guidance)  for  the  kind  of  interaction  that  promotes  understanding  and 
anchors  useful  ideas.  Guest  lecturers  are  available  and  all  elements  needed 
for  an  effective  program  are  included:  films,  moderator’s  guide,  participants’ 
workbooks,  monographs,  publicity  material,  etc. 

Flexible  Program  Design 

Anxiety:  the  therapeutic  dilemma  is  a versatile  program  with  an  out- 
standing faculty,  pertinent  content  and  lively  format.  It  can  be  conducted  in 
a variety  of  ways  to  meet  your  scheduling  needs:  • Full  day  — 8 hour  seminar 
• Half  day  — 4 hour  seminar*  1 or  2 hour  course 

For  further  information,  mail  the  coupon  below,  or  call  toll-free  800-526-4299. 
In  New  Jersey,  call  (201) -636-6600. 

Anxiety:  the  therapeutic  dilemma 

was  produced  under  a grant  from  Abbott  Laboratories 

1-0791  1033394 

A-3/81 

M.E.D.  Communications  Please  send  me  full  details  on  faculty,  agenda,  accreditation  and  booking  for 

655  Florida  Grove  Road  the  CME  seminar,  Anxiety:  the  therapeutic  dilemma. 

Hopelawn,  NJ  08861 
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MORE  ON  SURGICAL  TREATMENT  OF 
SEPTIC  ARTHRITIS 

To  the  Editor: 

I certainly  agree  with  Dr.  Hershey  (Letter  to 
the  Editor,  February,  1981)  that  surgical  decom- 
pression is  an  effective  alternative  and  has  few 
risks  other  than  those  associated  with  anesthesia 
and  secondary  infection  of  the  wound.  However, 
1 stand  by  my  suggested  management,  as  pub- 
lished (“Pediatric  Skin,  Soft  Tissue,  and  Bone 
Infections,”  November,  1980),  which  I believe 
is  representative  of  the  approach  in  many  pedi- 
atric centers. 

In  1976,  Drs.  Howard,  Highgenboten,  and  Nel- 
son,1 from  the  Department  of  Pediatrics  and  the 
Division  of  Orthopedic  Surgery  at  the  University 


of  Texas  Southwestern  Medical  School  made  the 
following  recommendation,  “Infected  joints  other 
than  the  hip  and  shoulder  are  more  accessible  to 
needle  aspiration,  and  our  current  practice  is  to 
perform  daily  needle  aspirations.  If,  after  three 
or  four  daily  aspirations,  there  has  been  no  notable 
reduction  in  the  volume  and  purulence  of  the  fluid 
obtained,  open  surgical  drainage  is  done.” 

One  should  bear  in  mind  that  this  recommenda- 
tion was  made  after  a careful  review  of  long  term 
residua  of  septic  arthritis. 

Gary  Fleisher,  M.D. 

Assistant  Professor  of  Pediatrics 
University  of  Pennsylvania 
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WIDE  RANGE  POCKET  ^ RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


BEEP  Sfr 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave„  Phila.,  Pa.  19131 
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A LONG  WAY  TO  GO 
Comprehending  the  human  condition 
requires  more  and  better  science. 


Lewis  Thomas,  M.D. 


Sometime  towards  the  close  of  the  19  th  cen- 
tury Lord  Kelvin,  an  eminence  in  the  physics  of 
that  day,  assured  for  himself  a sort  of  immortality 
in  his  field  by  announcing  that  physics  was  now  a 
finished  science,  that  all  the  essential  information 
in  the  field  had  been  acquired,  and  that  now  all 
that  remained  was  to  tidy  up  a few  loose  ends 
here  and  there.  Within  the  following  several 
years,  X-rays  were  discovered;  then,  quantum 
theory  and  relativity,  and  all  the  fundamental 
dogmas  of  classical  physics  were  modified  in  a 
series  of  swift  strokes.  Biology  and  medicine  have 
not  yet  been  put  through  such  a period,  primarily 
because  we  have  not  learned  enough  yet  to  have 
achieved  the  illusory  stability  of  Newtonian  phys- 
ics. 

But  we  do  have  a tendency  to  talk  like  Kelvin 
from  time  to  time  and  it  must  seem  to  some  of 
our  younger  and  brightest  students  that  we  are 
in  possession  of  an  almost-finished  science,  know- 
ing almost  everything  about  everything.  If  we  are 
not  careful  and  honest,  we  can  make  it  seem  as 
though  mastery  of  all  today’s  enormous  store  of 
facts  in  biological  science  could  settle  the  matter. 
Just  by  lining  them  up  in  our  minds,  one  after  the 
other,  we  would  be  able  to  comprehend  life  in 
all  its  essential  details. 

Dr.  Thomas  is  chancellor  of  the  Memorial  Sloan-Kettering  Cancer 
Center  in  New  York.  He  has  been  honored  for  his  work  in  im- 
munology and  pathology,  and  his  book.  Lives  of  a Cell,  received  the 
1975  National  Book  Award.  A sequel,  The  Medusa  and  the  Snail, 
was  published  last  year. 

Copyright  1980  by  Trinity  College,  Hartford,  Connecticut.  Re- 
printed with  permission. 


If  I were  a student  today  I would  not  be  much 
attracted  to  such  a field.  I would  look  about  for 
some  less-settled  discipline  where  there  might  be 
more  room  to  move  around — cosmology,  say,  or 
the  famous  social  sciences  where  the  answers  to 
most  important  questions  are  still  out  there,  totally 
unknown,  waiting  to  be  asked. 

An  intellectually  fashionable  view  of  man’s 
place  in  nature  today  is  that  there’s  really  no 
great  problem,  the  plain  answer  is  that  it  makes 
no  sense,  no  sense  at  all.  The  universe  is  mean- 
ingless for  human  beings;  we  bumbled  our  way 
into  the  place  by  a series  of  random,  senseless, 
biological  accidents;  the  sky  is  not  blue,  it  is 
black;  you  can  walk  on  the  moon  if  you  feel  like 
it,  but  there’s  nothing  to  do  there  except  look  at 
the  earth  and  when  you’ve  seen  one  earth  you’ve 
seen  them  all;  the  animals  and  the  plants  of  the 
planet  are  at  hostile  odds  with  one  another,  each 
bent  on  elbowing  any  nearby  neighbor  off  the 
earth;  genes,  tapes  of  polymer  are  the  ultimate 
adversaries  and,  by  random,  the  only  real  sur- 
vivors. 

Well,  this  grasp  of  things  is  sometimes  pre- 
sented as  though  based  on  science,  with  the  im- 
plication that  we  already  know  most  of  the  im- 
portant, knowable  matters  and  this  is  the  way  it 
all  turns  out.  It  is  the  wisdom  of  the  20th  century, 
contemplating  as  its  only  epiphany  the  news  that 
the  world  is  an  absurd  apparatus  and  that  we  are 
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stuck  with  it  and  in  it.  And,  in  the  circumstance, 
we  would  surely  have  no  obligations  except  to 
our  individual  selves  and,  of  course,  to  the  genes 
coding  out  the  selves. 

I believe  something  considerably  less  than  this. 
I take  it  as  an  article  of  faith  that  we  humans 
are  a profoundly  immature  species,  only  now  be- 
ginning the  process  of  learning  how  to  learn.  Our 
most  spectacular  biological  attribute,  which  iden- 
tifies us  as  our  particular  sort  of  animal,  is  lan- 
guage. And  the  deep  nature  of  this  gift  is  a mys- 
tery. We  are  aware  of  our  consciousness,  but  we 
cannot  even  make  good  guesses  as  to  how  this 
awareness  arises  in  our  brains  or  even,  for  that 
matter,  that  it  does  arise  there  for  sure.  We  do 
not  understand  how  a solitary  cell  fused  from  two 
can  differentiate  into  an  embryo  and  then  into  the 
systems  of  tissues  and  organs  that  become  us. 
Nor  do  we  know  how  a tadpole  accomplishes  his 
emergence,  nor  even  a flea.  We  can  make  up 
instant  myths,  transiently  satisfying  but  always 
subject  to  abandonment,  about  the  origin  of  life 
on  the  planet.  We  do  not  understand  why  we 
make  music  or  dance,  or  paint,  or  write  poems. 
And  we  are  bewildered,  especially  in  this  century, 
by  the  pervasive  latency  of  love. 

The  thing  about  us  that  should  astonish  biolo- 
gists more  than  it  does  is  that  we  are  so  juvenile 
a species.  By  evolutionary  standards  of  time  we 
only  just  arrived  on  the  scene,  fumbling  with  our 
new  thumbs,  struggling  to  find  our  legs  under  the 
weight  and  power  of  our  new  brains.  We  are  the 
newest  and  most  immature  of  all  significant  ani- 
mals— perhaps  a million  or  so  years  along  as  the 
taxonomists  would  like  to  define  us,  but  probably 
only  some  thousands  of  years  as  the  communal, 
speaking  creatures  uniquely  capable  of  manufac- 
turing metaphors  and  therefore  recognizable  as 
human. 

Our  place  in  the  life  of  the  world  is  still  un- 
fathomable because  we  have  so  much  to  learn, 
but  it  is  surely  not  absurd.  We  matter.  For  a 
time  anyway,  it  looks  as  though  we  might  be 
responsible  for  the  thinking  of  the  system — which 
seems  to  mean  at  this  stage  a responsibility  not  to 
do  damage  to  the  rest  of  life  if  we  can  help  it. 
This  is  itself  an  immensely  complicated  problem, 
in  view  of  our  growing  numbers  and  the  demands 
we  feel  compelled  to  make  on  the  planet’s  re- 


sources. There  is  no  hope  of  thinking  our  way 
through  the  quandary,  except  by  learning  more. 
And  part  of  the  learning — not  all  of  it,  mind  you, 
but  a good  part — can  only  be  achieved  by  science: 
more  and  better  science,  not  for  our  longevity  or 
our  comfort  or  affluence,  but  for  comprehension, 
without  which  our  long  survival  is  unlikely. 

The  culmination  of  a liberal  arts  education 
ought  to  include,  among  other  matters,  the  news 
that  we  do  not  understand  a flea,  much  less  the 
making  of  a thought.  We  can  get  there  someday 
if  we  keep  at  it,  but  we  are  nowhere  near  and 
there  are  mountains  and  centuries  of  work  still  to 
be  done. 

One  major  question  needing  to  be  examined 
is  the  general  attitude  of  nature.  A century  ago 
there  was  a consensus  about  this:  nature  was  read 
in  tooth  and  claw;  evolution  was  a record  of  open 
warfare  among  competing  species;  the  fittest  were 
the  strongest  aggressors,  and  so  forth.  Now  it 
begins  to  look  different.  The  tiniest  and  most 
fragile  of  organisms  dominate  the  life  of  the  earth. 
The  chloroplasts  inside  the  cells  of  plants,  which 
turn  solar  energy  into  food  and  supply  the  oxygen 
for  breathing,  are  the  descendants  of  ancient,  blue- 
green  algae  living  now  as  permanent  lodgers  with- 
in the  cells  of  what  we  like  to  call  “higher  forms.” 
And  the  mitochondria  of  all  nucleated  cells  which 
serve  as  engines  for  all  the  functions  of  life  are  the 
progeny  of  bacteria  which  took  to  living  as  cells 
inside  cells  long  ago. 

The  urge  to  form  partnerships,  to  link  up  in 
collaborated  arrangements  is  perhaps  the  oldest, 
strongest,  and  most  fundamental  force  in  nature. 
There  are  no  solitary,  free-living  creatures.  Every 
form  of  life  is  dependent  on  other  forms.  The 
great  successes  in  evolution,  the  mutants  who 
have,  so  to  speak,  “made  it”  have  done  so  by 
fitting  in  with  and  sustaining  the  rest  of  life.  Up 
to  now  we  might  be  counted  among  the  brilliant 
successes,  but  we  are  flashy  and  somewhat  un- 
stable, and  we  should  go  warily  into  the  future 
looking  for  ways  to  be  more  useful,  listening 
more  carefully  for  the  signals,  watching  our  step, 
and  having  an  eye  out  for  partners. 

Partnerships  have  to  have  a certain  steadiness 
and  predictability  to  survive  for  any  length  of 
time.  You  can’t  have  linkages  between  creatures 
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that  have  nothing  at  all  to  offer  to  each  other,  and 
partners  have  to  be  equipped  with  accurate  infor- 
mation about  the  identity  of  each  other.  There 
must  exist,  in  short,  an  information  system  capable 
of  emitting  signals  indicating  usefulness.  You  can 
see  this  sort  of  system  still  conspicuously  at  work 
in  the  life  of  the  sea.  There  are  no  unattached,  iso- 
lated, animals.  Creatures  live  on  each  other, 
next  to  each  other,  inside  the  same  carapaces  and, 
most  commonly  of  all,  inside  each  other.  The 
emergence  of  mitochondria  and  chloroplasts  as 
organelles  is  only  one  example,  perhaps  the  ear- 
liest and  most  spectacular. 

The  greatest  single  invention  of  nature  to  date 
was  surely  the  invention  of  the  molecule  of  DNA. 
We  have  had  it  from  the  very  beginning,  built 
into  the  first  cell  to  emerge,  membranes  and  all, 
somewhere  in  the  soupy  water  of  a cooling  planet, 
three  thousand  million  years  or  so  ago.  All  of 
today’s  DNA,  strung  through  all  the  cells  of  the 
earth,  is  simply  an  extension  and  elaboration  of 
that  first  molecule.  In  the  fundamental  sense 
we  cannot  claim  to  have  made  progress  since  the 
method  used  for  growth  and  replication  is  essen- 
tially unchanged. 

But  we  have  made  progress  in  all  kinds  of  other 
ways.  Although  it  is  out  of  fashion  today  to 
talk  of  progress  in  evolution,  if  you  use  that  word 
to  mean  anything  like  improvement,  implying 
some  sort  of  value  judgment  beyond  the  reach 
of  science,  I cannot  think  of  a better  term  to  de- 
scribe what  has  happened.  After  all,  to  have 
come  all  the  way  from  a system  of  life  possessing 
only  one  kind  of  primitive  microbial  cell,  living 
out  colorless  lives  in  hummocks  of  algal  mats,  to 
what  we  see  around  us  today — this  place,  and  the 
city  of  Paris,  and  the  state  of  Iowa,  and  Woods 
Hole,  and  that  succession  of  travertine-lined  water- 
falls and  lakes  like  flights  of  great  stairs  in  Plevlja 
in  Yugoslavia,  and  the  horse  chestnut  tree  in  my 
backyard,  and  the  columns  of  neurons  arranged 
in  modules  in  the  cerebral  cortex  of  human  beings 
— this  has  to  represent  improvement.  We  have 
come  a long  way  on  that  old  molecule. 

To  err  is  human,  we  say,  but  we  don’t  like  the 
idea  much  and  it  is  harder  still  to  accept  the  fact 
that  erring  is  biological  as  well.  We  prefer  stick- 
ing to  the  point  and  insuring  ourselves  against 
change.  But  there  it  is:  we  are  here  by  the  purest 


chance,  and  by  mistake  at  that.  Somewhere  along 
the  line  nucleatides  were  edged  apart  to  let  new 
ones  in.  Maybe  viruses  moved  in  carrying  bits  of 
other  foreign  genomes;  radiation  from  the  sun 
or  from  outer  space  caused  tiny  cracks  in  the 
molecule,  and  humanity  was  invented. 

And  maybe,  given  the  fundamental  instability 
of  the  molecule,  it  had  to  turn  out  this  way.  After 
all,  if  you  have  a mechanism  designed  to  keep 
changing  the  ways  of  living;  and  if  all  the  new 
forms  have  to  fit  together  as  they  plainly  do  with 
symbiotic  living  all  over  the  place;  and  if  every 
improvised  new  gene  representing  an  embellish- 
ment in  an  individual  is  likely  to  be  selected  for 
the  species  if  it  turns  out  to  be  useful  for  others; 
and  if  you  have  enough  time,  maybe  the  system  is 
simply  bound  to  develop  brains  sooner  or  later — 
and  awareness.  Biology  needs  a better  word  than 
error  for  the  driving  force  in  evolution.  Or  per- 
haps error  will  do  when  you  remember  that  it 
came  from  an  old  Indo-European  root  meaning 
to  wander  about  looking  for  something. 

I cannot  make  my  peace  with  the  randomness 
doctrine.  I cannot  abide  the  notion  of  purpose- 
lessness and  blind  chance  in  nature,  and  yet  I do 
not  know  what  to  put  in  its  place  for  the  quieting 
of  my  mind.  It  is  absurd  to  say  that  a place  like 
this  place  is  absurd  when  it  contains  in  front  of  our 
eyes  so  many  billions  of  different  forms  of  life, 
each  one  in  its  way  absolutely  perfect,  and  all 
linked  together  to  form  what  would  surely  seem 
to  an  outsider  to  be  a huge  spherical  organism. 

We  talk,  some  of  us  anyway,  about  the  ab- 
surdity of  the  human  situation,  but  we  do  this 
because  we  do  not  know  how  we  fit  in  or  what 
we  are  for.  Some  people  believe  we  are  in  trouble 
because  of  science  and  that  we  ought  to  stop  doing 
science  and  go  back  to  living  in  nature,  with  na- 
ture, and  contemplating  nature.  It  is  too  late  for 
us  to  do  this.  Too  late  by  several  hundred  years 
and  there  are  now  too  many  of  us  here — four  bil- 
lion already  with  the  likelihood  of  doubling  that 
population  and  doubling  it  again  within  the  life- 
time of  some  of  the  people  here. 

What  I would  like  to  know  most  about  the 
developing  earth  is:  does  it  already  have  a mind, 
or  will  it  sometime  gain  a mind  and  are  we  a part 
of  that?  Are  we  a tissue  for  the  earth’s  aware- 
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ness?  I like  this  thought,  even  though  I cannot 
take  it  anywhere,  and  I must  say  it  embarrasses 
me.  I have  that  nagging  hunch  that  it  is  a pre- 
sumption, a piece  of  ultimate  hubris.  A single 
insect  may  have  only  two  thoughts,  maybe  three, 
but  there  are  a lot  of  insects.  The  million  blind 
and  almost  mindless  termites  in  a hill  make  up 
in  their  collective  life  an  intelligence,  a kind  of 
brain  now  capable  of  building  endless  vaulted 
chambers  and  turning  perfect  arches,  thinking  all 
the  way.  I would  like  to  know  what  whales  are 
thinking  about  or  dolphins,  but  if  I were  hoping 
to  find  out  how  intercommunication  really  works 
on  this  planet  I would  study  beetles. 

I’m  willing  to  predict  that  there  is  one  central, 
universal,  aspect  of  human  behavior  genetically 
set  by  our  very  nature,  biologically  governed, 
driving  each  of  us  along.  Depending  on  how  one 
looks  at  it,  it  can  be  defined  as  the  urge  to  be 
useful.  This  urge  drives  society  along,  sets  our 
behavior  as  individuals  and  in  groups,  invents  all 
our  myths,  writes  our  poetry,  composes  our  music. 
This  is  why  it  is  so  hard  being  a juvenile  species, 
still  milling  around  in  groups,  trying  to  construct 
a civilization  that  will  last.  Being  useful  is  easy 
for  an  ant.  You  just  wait  for  the  right  chemical 
signal  at  the  right  stage  in  the  construction  of  the 
hill  and  then  you  go  looking  for  a twig  of  exactly 
the  right  size  for  that  stage  and  carry  it  back  up 
the  flank  of  the  hill  and  put  it  in  place  and  then 
you  go  and  do  that  thing  again.  An  ant  can  dine 
out  on  his  usefulness  all  his  life  and  never  get  it 
wrong. 

It  is  a different  problem  for  us,  carrying  such 


risks  of  doing  it  wrong,  getting  the  wrong  twig, 
losing  the  hill,  not  even  recognizing  yet  the  out- 
line of  the  hill.  We  are  beset  by  strings  of  DNA, 
immense  arrays  of  genes,  instructing  each  of  us 
to  be  helpful,  impelling  us  to  try  our  whole  lives 
to  be  useful,  but  never  telling  us  how.  The  in- 
structions are  not  coded  out  in  anything  like  an 
operator’s  manual.  We  have  to  make  guesses  all 
the  time. 

The  difficulty  is  increased  when  groups  of  us 
are  set  to  work  together.  I have  seen  and  sat  on 
numberless  committees,  not  one  of  which  intended 
anything  other  than  great  usefulness,  and  most 
of  them  ended  up  getting  everything  wrong — most 
of  them  useless.  Larger  collections  of  us,  cities 
for  instance,  hardly  ever  get  anything  right.  And 
of  course  there  is  the  modern  nation — probably 
the  most  stupefying  example  of  biological  error 
since  the  age  of  the  great  reptiles.  Wrong  at 
every  turn  and  always  felicitating  itself  loudly  on 
its  great  usefulness. 

It  is  a biological  problem,  as  much  so  as  a coral 
reef  or  a rain  forest,  but  such  things  as  happen  to 
human  nations,  error  piled  on  error,  could  never 
happen  in  a school  of  fish.  It  is,  when  you  think 
about  it,  a humiliation.  But  then  “humble”  and 
“human”  are  cognate  words,  both  derived  from 
an  old  root  meaning,  simply,  “earth.”  We  are 
smarter  than  the  fish,  but  their  instructions  come 
along  in  their  eggs;  ours  we  are  obliged  to  figure 
out  and  we  are,  in  this  respect,  slow  learners  and 
error-prone.  We  have  come  a long  way  but  we 
may  have,  with  a bit  of  luck,  a much  longer  way 
to  go. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES sM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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LONG  TERM  BENEFIT  OF  WRITING  UP  A CASE 

REPORT  OR  CHIMPANZEES  GET  TESTICULAR 
FEMINIZATION,  TOO 

The  purpose  of  this  editorial  is  to  encourage 
young  physicians  to  write  a case  report  early  in 
their  career,  and  remain  current  with  the  litera- 
ture in  that  area.  As  the  years  go  by,  one  will 
be  able  to  observe  the  many  developments  that 
occur.  Let  me  give  you  my  example: 

In  1955,  the  first  year  that  I practiced  internal 
medicine  in  Wilmington,  I evaluated  a 20-year- 
old  woman  with  primary  amenorrhea.  Her  work- 
up revealed  a one-centimeter  vagina  with  the 
uterus  and  ovaries  not  palpable.  These  findings 
were  confirmed  by  the  gynecology  consultant,  Dr. 
Sam  Stern.  Family  history  revealed  her  two  sib- 
lings also  had  primary  amenorrhea.  One  of  these 
was  examined  by  the  surgical  consultant,  Dr.  Dan 
Preston,  and  similar  physical  findings  were  noted. 
The  other  sibling  refused  examination. 

Serendipitously,  my  patient  developed  acute 
appendicitis.  Dr.  Preston  confirmed  the  physical 
findings  at  surgery  and  did  a biopsy  of  the  gonadal 
area  which  revealed  feminization,  a special  form 
of  male  pseudohermaphroditism  (female  pheno- 
type, female  psychosexual  orientation,  genetic 
male  46XY,  gonadal  male). 

Dr.  Stern  and  I wrote  up  our  patient  as  a case 
report  in  the  New  England  Journal  of  Medicine 
in  1956.1  Over  the  next  25  years  I kept  track 
of  the  literature  on  this  subject.  To  follow  de- 
velopments in  this  area  was  most  rewarding  and 
exciting.  In  1965  a book,  Testicular  Feminiza- 
tion, was  published  which  served  to  pull  this  ma- 
terial together.2  The  NEJM  emphasized  the  an- 
drogen insensitivity  in  a 1977  CPC.3 

The  circle  seemed  complete  when  I recently 
read  a reference  in  Clinical  Research  September 
1980;  testicular  feminization  has  now  been  de- 
scribed in  chimpanzees  for  the  first  time.4  I can 
picture  Jane  Goodall’s  frustration  as  described  in 
her  book,  In  the  Shadow  of  Man.5  She  may  well 


have  been  trying  to  understand  this  intriguing, 
mystifying  syndrome  in  a chimpanzee,  as  I had 
likewise  attempted  to  understand  it  25  years  ago 
on  the  wards  of  the  old  Delaware  Hospital. 

William  J.  Vandervort,  M.D. 
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ASBESTOS  RELATED  DISEASE 

The  effect  of  asbestos  exposure  on  health  has 
been  and  remains  a popular  topic  in  the  lay  press 
and  medical  literature.  Drinking  water,  hair  dry- 
ers and  home  humidifiers  have  been  suspected 
of  bringing  asbestos  into  the  environment.  Public 
awareness  is  high  regarding  the  problem  of  asbes- 
tos in  school  buildings.  Asbestos  related  disease 
also  concerns  those  involved  with  workmen’s  com- 
pensation and  ongoing  litigation.  Current  con- 
cepts and  controversies  have  been  reviewed  at  a 
recent  workshop1  and  international  meeting.2 

Clearly,  asbestos  exposure  has  been  maximal 
in  the  workplace.  In  Delaware  and  neighboring 
states  this  has  occurred  to  the  greatest  degree  in 
the  shipbuilding  and  chemical  industries.  I once 
spent  six  months  as  a laborer  in  a nearby  ship- 
yard where  fine  flakes  of  asbestos  continually 
snowed  on  the  decks  and  workers  below.  Can- 
cers in  the  gastrointestinal  tract  and  larynx,  and 
peritoneal  mesotheliomas  have  been  linked  to 
asbestos  exposure.  Most  asbestos  related  disease 
is  found  in  the  chest,  however. 

The  most  frequent  manifestation  of  asbestos  dis- 
ease in  the  presence  of  pleural  thickening  or  pleu- 
ral plaques  which  are  usually  an  incidental  radio- 
graphic  finding  in  an  asymptomatic  person.  Ob- 
lique views  of  the  chest  show  these  changes  more 
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clearly.  Lung  function  testing  is  usually  normal 
unless  the  plaques  are  extensive  and  thick,  or 
there  is  other  concomitant  disease.  Calcification 
of  these  plaques  can  occur,  accounting  for  the 
characteristic  linear  calcification  occasionally  seen 
along  the  diaphragmatic  surface. 

Benign  pleural  effusion  is  an  unusual  but  es- 
tablished association  of  asbestos  related  disease. 
These  patients  may  be  asymptomatic  or  may  pre- 
sent with  chest  discomfort  and  dyspnea.  The 
effusion  is  an  exudate  and  may  be  bloody.  It 
may  resolve  spontaneously,  only  to  recur.  Cyto- 
logic studies  are  negative.  The  pleural  surfaces 
show  an  active  exudative  process.  Because  there 
are  no  specific  diagnostic  characteristics,  the  diag- 
nosis is  one  of  exclusion. 

Asbestosis  is  a pneumoconiosis  characterized 
by  diffuse  interstitial  fibrosis  of  the  lung  and  of 
the  visceral  pleura.  Dyspnea  with  exertion  is 
the  common  complaint.  Basilar  inspiratory  crepi- 
tations are  usually  present;  clubbing  is  a less  fre- 
quent sign.  Fine  reticular  changes  and  small  ir- 
regular opacities  in  the  lower  lung  zones  are  early 
radiographic  findings.  A restriction  of  lung  vol- 
ume, particularly  vital  capacity,  a decrease  in 
diffusing  capacity,  and  arterial  hypoxemia  with 
exercise  are  characteristic  pulmonary  function  ab- 
normalities. The  diagnosis  of  asbestosis  is  estab- 
lished when  a history  of  exposure,  together  with 
appropriate  clinical  and  laboratory  findings  are 


present.  The  term  “asbestosis”  should  be  limited 
to  this  lung  parenchymal  fibrotic  process. 

Pleural  mesothelioma  is  a rare  malignant  neo- 
plasm originating  from  mesothelial  cells.  Its  as- 
sociation with  asbestos  exposure  is  well  known. 
The  interval  between  initial  exposure  and  diag- 
nosis is  long  and  may  approach  40  years.  There 
is  no  effective  therapy  and  most  patients  are  dead 
within  one  year  after  diagnosis.  The  clinical 
features  of  this  unusual  entity  have  recently  been 
reviewed.3 

Lung  carcinoma  is  strongly  associated  with 
cigarette  smoking.  Asbestos  has  been  implicated 
as  a co-carcinogen  in  cigarette  smokers;  a syner- 
gistic effect  between  the  two  in  the  etiology  of 
lung  cancer  is  acknowledged.  Current  studies 
also  indicate  that  even  in  the  absence  of  cigarette 
smoking,  asbestos  probably  increases  the  risk  of 
lung  cancer. 

A large  number  of  persons  have  been  exposed 
to  asbestos  in  the  workplace.  Although  the  level 
of  exposure  has  dropped  markedly  in  recent  years, 
and  in  many  instances  asbestos  has  been  replaced 
by  other  materials,  once  exposed  to  asbestos  indi- 
viduals remain  at  risk  of  developing  asbestos 
related  disease.  All  physicians,  from  obstetricians 
to  ophthalmologists,  can  anticipate  continuing 
inquiries  concerning  asbestos. 

Joseph  F.  Kestner,  Jr.,  M.D. 
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INFECTIOUS  DISEASES:  Focus  on  Clinical  Diagnosis 
edited  by  Haragopal  Thadepalli,  M.D.,  Medical 
Examination  Publishing  Company,  Garden  City, 
New  York,  1980.  848  pp.  Illus.  Price  $23.50. 
Paperback. 

This  book,  “written  for  all  practicing  physi- 
cians,” emphasizes  both  common  and  some  un- 
common infectious  diseases.  As  the  title  implies, 
the  focus  is  on  clinical  diagnosis;  however,  lucid, 
concise,  and  relatively  complete  descriptions  of 
the  epidemiology,  appearance  on  culture,  immuno- 
logical features,  and  so  forth  are  given  for  numer- 
ous diseases.  In  addition,  the  essentials  of  nearly 
all  clinically  relevant  laboratory  and  diagnostic 
tests  are  set  forth  for  each  disease  described.  Al- 
though in  the  preface  of  this  book,  the  editor 
states  that  the  authors  “have  intentionally  deleted 
therapy  unless  it  was  imperative,”  fortunately 
there  are  very  few  instances  where  therapy  was 
not  deemed  imperative. 

Thadepalli  et  al  have  organized  their  book  into 
14  major  sections  describing  gastrointestinal,  res- 
piratory, central  nervous  system,  heart,  skin  and 
soft  tissues,  bone  and  joint,  lymphatic,  parasitic, 
rickettsial,  and  viral  infections.  Other  sections 
deal  with  disturbances  in  body  temperature,  diag- 
nostic procedures,  and  miscellaneous  categories 
such  as  gram-negative  bacteria  and  septic  shock, 
disseminated  intravascular  coagulation,  fevers  of 
unknown  origin,  and  conditions  that  mimic  infec- 
tious disease.  The  vast  majority  of  these  sections 
are  written  in  condensed  and  complete  style,  with 
many  notable  descriptions.  For  example,  one  will 
not  soon  forget  Thadepalli’s  description  that  the 
stool  evacuations  in  Shigella  shigae  dysentery 
present  looking  similar  to  “red  currant  jelly,” 
change  to  the  appearance  of  “meat  washings” 
with  the  onset  of  fulminating  dysentery,  or  take 
on  the  alarming  appearance  of  “tomato  soup” 
with  large  clots  of  altered  blood,  before  becoming 
greenish  on  the  third  or  fourth  day. 

The  section  on  diagnostic  procedures  contains 
many  pictures  of  ultrasonographs,  radionucleotide 


scans,  CT  scans,  echocardiograms,  gas  chromato- 
graphs, and  x-rays. 

The  section  on  viral  infections  appears  to  be 
the  weakest  link  in  what  is  otherwise  a very  strong 
chain.  It  is  incomplete;  little  if  any  mention  is 
made  of  the  common  respiratory  viruses  such  as 
rhinoviruses,  adenoviruses,  influenza  viruses,  and 
coronaviruses.  Nor  is  there  much  attention  di- 
rected to  the  enteroviruses,  except  for  polio  virus, 
and  for  those  viral  infections  that  are  described 
many  of  the  references  cited  are  dated,  with  a 
substantial  percentage  more  than  ten  years  old. 

This  book  is  generally  readable  and  liberally 
supplied  with  tables,  charts,  graphs,  illustrations, 
and  black  and  white  photographs.  Although  “writ- 
ten for  all  practicing  physicians,”  this  book  would 
also  be  of  value  to  house  officers  and  medical 
students. 

Bruce  Hart 

Mr.  Hart  it  a fourth-year  medical  student  at  Jefferson  Medical 
College. 

THE  CIRCULATION  IN  ANESTHESIA.  Applied  Physi- 
ology and  Pharmacology,  edited  by  C.  Prys-Rob- 
erts,  Blackwell  Scientific  Publications,  Oxford, 
1980.  642  pp.  Illus.  Price  $87.75. 

This  multiauthored  book,  edited  by  C.  Prys- 
Roberts,  is  one  of  the  most  comprehensive  works 
to  date  on  the  interrelationship  of  anesthesia  and 
the  circulation. 

The  book  is  divided  into  three  major  sections. 
Section  one,  which  comprises  the  first  two  thirds 
of  the  book,  is  devoted  to  physiology.  Subdivi- 
sions include  chapters  on  the  heart,  the  systemic 
circulation,  and  the  pulmonary  circulation.  Be- 
ginning with  the  section  on  the  heart,  the  bio- 
chemistry of  myocardial  cell  metabolism  is  re- 
viewed in  detail.  Then,  the  electrophysiology  of 
the  heart  is  presented,  and  this  is  followed  by  a 
discussion  of  the  pharmacological  effects  of  anes- 
thetics on  the  system.  Following  this,  the  physi- 
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ology  of  myocardial  function  in  both  theoretical 
and  vivo  systems  is  presented.  This  topic  is 
further  expanded  in  the  chapter  on  ventricular 
performance.  A mathematical  model  for  power 
and  energy  is  developed,  and  the  model  is  then 
applied  to  the  clinical  setting.  The  coronary 
circulation  is  then  reviewed  in  detail. 

The  second  part  of  section  one  deals  with  the 
systemic  circulation.  It  begins  with  a review  of 
the  microcirculation,  and  looks  at  structure,  func- 
tion, and  local  control  mechanisms.  The  regula- 
tion of  the  circulation  is  next  presented  in  detail, 
followed  by  three  brief  chapters  on  the  cerebral, 
renal,  and  splanchnic  circulations. 

The  third  subsection  in  part  one  discusses  the 
pulmonary  circulation  and  contains  chapters  on 
pulmonary  hemodynamics  and  the  distribution  of 
pulmonary  blood  flow.  The  fourth  subsection 
deals  with  the  effects  of  ventilation  and  reviews 
raised  airway  pressure,  the  systemic  effects  of 
carbon  dioxide,  and  those  of  hypoxia  on  the  sys- 
temic circulation.  An  additional  two  chapters 
are  devoted  to  anemia,  hemodilution,  and  their 
interaction  with  anesthesia. 

The  final  two  major  sections  of  this  book  cover 
the  pharmacology  of  the  circulatory  system  and 
the  methods  of  measuring  cardiovascular  parame- 
ters. In  the  pharmacology  section  adrenergic 
and  cholinergic  mechanisms  are  emphasized  in 
detail,  and  the  effects  of  inhalation  and  intra- 
venous anesthetic  agents  are  presented. 

The  last  section  is  composed  of  three  chapters 
on  measuring  cardiovascular  function.  One  chap- 
ter is  devoted  to  the  measurement  of  intravascular 
pressures,  and  another  to  the  measurement  of 
cardiac  output.  An  additional  chapter  looks  at 
noninvasive  measuring  techniques.  Appropriately, 
the  book  ends  with  a discussion  of  electrical 
hazards  which  may  result  from  the  methods  just 
described. 

In  summary,  the  book  is  well  written  and  edited, 
and  extensively  referenced.  The  illustrations  are 
clearly  presented  and  frequently  helpful.  It  should 
certainly  be  accessible  to  any  practicing  anesthesi- 
ologist, although  widespread  ownership  will  prob- 
ably be  limited  by  its  price. 

Richard  N.  Hindin,  M.D. 
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ISCHEMIA  AND  NECROSIS  OF  BONE,  R.  Paul  Ficat 
and  Jacques  Arlet  edited  by  David  S.  Hungerford, 
Williams  and  Wilkins,  Baltimore,  1980.  196  pp. 
Illus.  Price  $32.95. 

This  slim  monograph  represents  a 20-year  col- 
laborative experience  by  a French  rheumatologist 
and  an  orthopedic  surgeon  in  developing  an  un- 
derstanding of  the  underlying  physiology  of  avas- 
cular necrosis  of  bone.  It  is  translated,  or  more 
appropriately,  “adapted”  to  the  English  language 
by  Dr.  David  Hungerford,  a noted  orthopedic 
surgeon  at  Johns  Hopkins  who  has  been  person- 
ally involved  in  recent  innovations  in  the  evalua- 
tion and  management  of  avascular  necrosis  of  the 
hip  and  knee. 

The  initial  two  chapters  review  rather  concisely 
the  anatomy  and  physiology  of  bone  with  the  aid 
of  well-constructed  diagrams,  charts,  and  radio- 
graphs. This  is  followed  by  a chapter  which 
describes  the  evaluation  of  the  femoral  head  and 
hip  utilizing  intra-medullary  pressure,  venography, 
arteriography,  biopsy,  and  radionucliide  studies. 

The  remainder  of  the  volume  is  quite  clinical. 
There  is  one  chapter  devoted  exclusively  to  the 
clinical  manifestations  of  avascular  necrosis  of 
the  femoral  head  using  illustrative  case  reports 
and  high  quality  radiographs.  There  is  a good 
discussion  of  the  natural  history  of  ischemic  bone 
necrosis  utilizing  multiple  photographs  of  patho- 
logic material.  The  differential  diagnosis  is  briefly 
discussed  and  separate  chapters  are  devoted  to 
avascular  necroses  of  known  and  probable  eti- 
ology. The  book  concludes  with  a discussion, 
of  the  conservative  and  surgical  approaches  to 
treatment. 

In  general,  I would  recommend  this  book  to 
orthopedic  surgeons,  rheumatologists,  and  phy- 
sicians who  see  a significant  number  of  patients 
with  aseptic  necrosis  of  bone.  The  references 
are  a bit  outdated  (1975  and  before)  and  many 
references  are,  naturally,  from  the  European  liter- 
ature and  not  readily  accessible  to  American  phy- 
sicians. There  is  a fair  amount  of  hypothesizing 
by  the  authors  based  on  their  own  experiences  or 
their  reading  of  the  literature.  Also,  there  are 
statements  made  that  are  no  longer  acceptable. 
For  example,  SLE  is  now  an  accepted  cause  of 
aseptic  necrosis  independent  of  steroid  therapy. 


This  is  not  made  clear  from  the  text.  Nevertheless, 
there  is  a lot  of  useful  information  on  an  interest- 
ing and  important  aspect  of  internal  medicine  and 
orthopedics  presented  in  a clear  and  readable 
form. 

James  H.  Newman,  M.D. 
% % % 

THE  USE  AND  MISUSE  OF  SLEEPING  PILLS:  A Clini- 
cal Guide  by  Wallace  B.  Mendelson,  M.D.,  Plenum 
Publishing  Corporation,  New  York,  1980.  220  pp. 
Hardcover.  Price  $22.50. 

This  book  by  Dr.  Mendelson  is  a compilation 
of  current  knowledge  about  sleep  and  its  disorders; 
hypnotics  and  their  use.  In  order  to  understand 
better  the  “use”  and  “misuse”  of  sleeping  pills. 
Dr.  Mendelson  first  details  concepts  about  sleep 
and  insomnia  including  sleep  stages,  neurotrans- 
mitters and  the  pharmacology  of  hypnotics.  After 
this  introduction  the  author  discusses  the  efficacy 
of  hypnotics  before  addressing  the  problems  asso- 
ciated with  sleeping  pills — suicide,  residual  effects, 
interaction  with  alcohol,  dependence,  side  effects 


JUUUUUUUUUUUUUUUUUUUUDI 


Protecting  your  home,  office  or 
loved  ones  is  not  a job  for  a 
second  best  security  system.... 

Our  system,  the  PCL-200  is  the  finest  money  can 
buy.  It  is  wireless  and  can  be  self-installed  and 
taken  with  you  if  you  move.  It  works  during 
power  failures  and  is  unusually  attractive.  It 
even  has  a portable  emergency  transmitter,  a 
special  feature  for  self  protection. 

Interested? 

Call  BAYSIDE  DISTRIBUTORS 
762-3550 
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on  the  elderly.  The  book  concludes  with  a sum- 
mary of  psychotherapy  and  behavioral  therapy  as 
an  approach  to  insomnia  and  the  author’s  ap- 
proach to  prescribing  hypnotics. 

Unfortunately,  the  title  implies  that  the  book 
will  give  firm  standards  for  the  use  of  hypnotics. 
However,  the  present  state  of  understanding  in- 
somnia, its  causes  and  therapy  is  in  its  infancy. 
Few  well-controlled  studies  on  the  use  of  hyp- 
notics have  been  completed  and  often  studies  on 
the  efficacy  of  various  drugs  are  contradictory. 
Too  often  the  groups  studied  were  small  and  only 
for  short  periods  of  time.  The  subjects  of  the 
drug  trials  are  often  those  who  are  not  likely  to 
need  the  drugs  most,  such  as  the  elderly.  Thus, 
the  reader  finds  little  basis  for  the  proper  use  of 
these  drugs. 

The  book  is  well  referenced  and  the  bibliogra- 
phy is  useful  as  a source  for  further  investigation. 
However,  instead  of  using  numerals  for  each  ref- 
erence in  the  text,  the  author  elected  to  use  the 
names  of  all  the  authors  and  the  date  of  the  pub- 
lication set  off  by  parenthesis.  Since  many  papers 


have  five  and  six  authors,  this  became  quite  dis- 
tracting, and  in  difficult  sections,  made  the  text 
quite  arduous  and  time  consuming  to  read. 

The  book  retails  for  $22.50  which  seems  high 
even  in  this  inflationary  period  for  a 220-page 
book  without  expensive  illustrations  or  extensive 
graphs.  Despite  these  shortcomings,  Dr.  Mendel- 
son  should  be  commended  for  his  scholarly  update 
and  compilation  of  the  available  literature  on 
sleep,  insomnia  and  hypnotics. 

Stephen  E.  Wetherill,  M.D. 
% % 

KUNO:  ONE  OF  THE  LAST  OF  THE  GENERAL  PRAC- 
TITIONERS by  Kuno  Hammerberg  M.D.,  Exposition 
Press,  Inc.,  Hicksville,  New  York,  1979.  124  pp. 
Illus.  Price  $8.50. 

This  autobiography  is  a charming  story  of  the 
life  and  work  of  a G.P.  who  practiced  42  years 
in  a small  town  in  upstate  Michigan  until  he  re- 
♦ tired  in  1976.  In  ingenious  fashion  he  strings 
together  tales  of  the  countless  operations  he  per- 
formed on  his  patient-friends,  and  of  the  three 
generations  of  babies  he  delivered,  a great  pro- 
portion of  them  in  their  homes.  It  is  the  story 
of  a man  who  loved  his  work  and  his  people. 
Reading  it  will  for  two  hours  let  you  share  the 
warmth  of  this  good  man’s  practice. 

David  Platt,  M.D. 


«£  % 

A COMPREHENSIVE  GUIDE  FOR  CANCER  PATIENTS 
AND  THEIR  FAMILIES  edited  by  Ernest  A.  Rosen- 
baum, M.D.  and  Isadora  R.  Rosenbaum,  The  Bull 
Publishing  Company,  Palo  Alto,  California,  1980. 
300  pp.  Price  $1 1 .95. 

With  the  flurry  of  media  information  that  con- 
fronts cancer  patients  and  their  families,  it  is  very 
difficult  for  them  to  make  sound  judgment.  The 
information  that  is  given  them  is  often  times  con- 
tradictory and  fragmentary.  What  may  actually 
be  a very  small  but  integral  part  of  an  approach 
to  the  cancer  patient  may  be  presented  as  a pana- 
cea. Patients  and  their  families  need  a guide 
which  puts  in  perspective  the  complex  path  that 
is  followed  in  treatment. 

This  particular  book  is  an  excellent  attempt  at 
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forming  a perspective  for  patients  and  families 
from  which  they  can  build  their  own  understand- 
ing of  the  disease.  The  book  is  not  a competitor 
with  the  physician  for  the  direction  of  the  patients 
care,  but  rather  a comforting  adjunct  in  explain- 
ing the  many  decisions  that  a physician  may  make. 
It  may  reinforce  these  treatment  decisions,  pro- 
viding to  the  patient  comforting  reinforcement 
and  a clearer  understanding  of  the  rationale. 

The  book  is  separated  into  three  sections  and 
preceded  by  a brief  but  important  introduction 
describing  the  nature  of  treatment  and  the  nature 
of  cancer  in  lay  terms.  The  major  sections  are: 
The  Mind,  referring  to  the  psychological  and 
emotional  stresses  which  patients  and  families 
undergo;  The  Body,  referring  to  the  many  physi- 
cal symptoms  and  problems  that  develop  second- 
ary to  the  disease  and  the  treatment;  and  Support 
Services,  referring  to  the  many  avenues  of  aid 
that  may  be  called  upon. 

The  section  devoted  to  the  Body  discusses 
general  principles  of  nutrition.  This  is  well  done, 
presenting  well-established  facts  of  nutrition  and 
criticizing  theories  of  dubious  value.  The  section 
also  speaks  to  the  needs  of  the  patient  for  phy- 
sical exercise  and  sexuality. 

The  section  devoted  to  Support  Services  is 
broad  and  directed  mainly  toward  the  geographic 
area  of  San  Francisco.  The  general  information  is 
good,  however. 

The  overall  impression  created  by  this  book 
is  that  it  is  practical,  unbiased,  and  balanced  in 
its  presentation  of  treatments  and  care  givers. 
For  the  concerned  family  and  the  intelligent  pa- 
tient looking  for  insight,  the  book  is  a nonthreat- 
ening source  of  positive  information.  For  the 
practicing  oncologist,  surgeon,  radiation  therapist, 
and  family  practitioner  it  is  a volume  which  may 
improve  his  ability  to  care  for  the  patient.  This 
improvement  largely  comes  from  the  activation 
of  the  patient  towards  responsibility  for  some  of 
his  own  care  and  alerting  his  physician  to  symp- 
toms and  signs  which  will  make  clinical  manage- 
ment easier. 

This  appears  to  be  a far  better  choice  of  wait- 
ing room  literature  than  outdated  National  Geo- 
graphic or  Life. 

Timothy  F.  Wozniak,  M.D. 
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Impaired 

Physicians 

Program 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

American  Society 
for  Surgery  of 
the  Hand 

CLINICAL  NOTICES  AND  MEETINGS 

The  American  Society  for  Surgery  of  the  Hand  will  hold  the  following  courses:  DIF- 
FICULT RECONSTRUCTIVE  PROBLEMS  IN  HAND  SURGERY,  March  28-April 
4,  1981,  at  the  Mark  Resort,  Vail,  Colorado;  DIFFICULT  PROBLEMS  IN  HAND 
SURGERY,  April  5-8,  1 98 1 , at  the  Hyatt  Hotel,  Indianapolis,  Indiana;  and  THE 
THUMB-AFFLICTIONS  AND  RECONSTRUCTIONS,  May  14-16,  1981,  in  Rochester, 
New  York.  For  further  information,  contact:  Gail  Gorman,  (303)  755-4588. 

77th  Congress  on 
Medical  Education 
and  Licensure 

The  77th  Congress  on  Medical  Education  and  Licensure:  Shared  Opportunities  and 
Shared  Goals  will  be  held  April  23-25,  1981.  The  Congress  convenes  at  8:45 
a m.  at  the  Palmer  House  in  Chicago.  It  will  be  cosponsored  by  the  AMA,  the  Associa- 
tion for  Hospital  Medical  Education,  and  the  Federation  of  State  Medical  Boards  of 
the  United  States.  For  further  information,  contact:  the  Department  of  Meeting  Ser- 
vices, AMA,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 

Pediatric 

Conference 

The  Department  of  Pediatrics  of  the  Medical  College  of  Virginia  will  hold  their  annual 
postgraduate  conference,  “PEDIATRIC  SPRINGFEST,”  April  24-26,  1981.  The 
course  will  be  held  at  the  Williamsburg  Hilton  and  National  Conference  Center,  Wil- 
liamsburg, Virginia.  For  additional  information,  contact:  Dawn  G.  Mueller,  M.D., 
MCV  Station,  Box  276,  Richmond,  Virginia  23298. 

Pulmonary 

Medicine 

Update 

T he  Riverside  Hospital  Spring  Seminar,  PULMONARY  MEDICINE — UPDATE  1981, 
will  be  held  May  2,  1981,  at  the  Hilton  Inn,  Naamans  Road,  in  Wilmington.  It  has 
been  approved  for  six  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  AMA  and  six  credit  hours  by  the  AAFP.  For  further  information,  contact: 
Steven  L.  Edell,  D.O.,  Department  of  Radiology,  Riverside  Hospital,  700  Lea  Boule- 
vard, Wilmington.  Telephone:  (302)  764-6120. 

Conference  on 
High  Blood 
Pressure  Control 

A NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CONTROL  will  be 
held  May  3-5,  1981,  at  the  New  York  Hilton  in  New  York  City.  To  receive  informa- 
tion regarding  conference  registration,  please  contact:  Conference  Headquarters,  Na- 
tional Conference  on  High  Blood  Pressure  Control,  1501  Wilson  Boulevard,  Suite  600, 
Arlington,  Virginia  22209.  Telephone:  (703)  558-3700. 
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Hospital  Medical 
Staff  Leadership 
Seminar 


The  AMA’s  Department  of  Hospitals  and  Health  Facilities  will  be  sponsoring  a Hos- 
pital Medical  Staff  Leadership  Seminar  in  Washington,  D.C.,  on  May  8-9,  1981,  at  the 
Hyatt  Regency  Washington  Hotel.  The  seminar  will  explore  the  functions,  duties,  and 
responsibilities  of  the  medical  staff  in  its  relationship  to  the  hospital.  It  will  provide 
information  fundamental  to  working  and  leading  successfully  in  the  physician-hospital 
environment.  For  further  information,  write  the  Department  of  Hospitals  and  Health 
Facilities,  American  Medical  Association,  535  N.  Dearborn  Street,  Chicago,  Illinois 
60610,  or  call  (312)  751-6656. 


21st  International 
Conference  of 
American  College 
of  Legal  Medicine 


The  American  College  of  Legal  Medicine  will  hold  its  21st  International  Conference 
on  Legal  Medicine  May  13-16,  1981,  at  the  Hotel  Del  Coronado  in  Coronado,  Cali- 
fornia. The  theme  of  this  year’s  meeting  will  be  “What  Can  We  Look  For  in  the 
80s?”  For  further  information,  contact:  the  American  College  of  Legal  Medicine,  875 
N.  Michigan  Avenue,  Suite  3744,  Chicago,  Illinois  60611  or  call  (312)  440-0080. 


Clinical  The  Sixth  Annual  Conference  on  CLINICAL  APPLICATION  OF  HYPERBARIC 
Application  of  OXYGEN  is  scheduled  for  June  10-12,  1981,  at  the  Memorial  Hospital  Medical  Center 
Hyperbaric  Oxygen  of  Long  Beach — University  of  California,  Irvine  Center  for  Health  Education.  For 
further  information,  contact:  G.  B.  Hart,  M.D.,  Director,  Baromedical  Department, 
Memorial  rtospital  Medical  Center,  2801  Atlantic  Avenue,  Long  Beach,  California 
90801. 


Eastern  Shore  THE  EASTERN  SHORE  MEDICAL  SYMPOSIUM,  sponsored  by  the  Medical  Society 
Medical  Symposium  of  Delaware,  the  University  of  Delaware,  and  Jefferson  Medical  College,  will  be  held 
at  Rehoboth  Beach,  Delaware,  June  21-26,  1981.  Topics  include:  pulmonary  diseases, 
musculosketal  disorders,  nontechnical  aspects  of  surgery,  cardiology,  and  infectious 
diseases.  In  addition  to  the  medical  program,  a unique  family-centered  experience 
has  been  designed  with  the  University  of  Delaware  College  of  Marine  Studies.  For 
detailed  brochure  and  further  information,  contact:  Sylvia  Brocka,  University  of  Del- 
ware  Division  of  Continuing  Education,  2800  Pennsylvania  Avenue,  Wilmington,  Del- 
aware 19806.  Telephone:  (302)  738-8151. 


Seminar  on  September  24-26,  1981,  Children’s  Memorial  Hospital  will  be  hosting  a MULTIDIS- 
Spina  Bifida  CIPLINARY  SEMINAR  ON  SPINA  BIFIDA.  For  information,  contact:  David  G. 

McLone,  M.D.,  Ph.D.,  Children’s  Memorial  Hospital,  2300  Children’s  Plaza,  Chicago, 
Illinois  60614.  Telephone:  (312)  649-4373. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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12th  Annual  The  American  Heart  Association  will  hold  its  12th  Annual  Postgraduate  Nephrology 
Nephrology  Seminar,  Acid-Base  Disorders  on  Monday  and  Tuesday,  April  20-21,  1981  at  the  Radis- 
Seminar  son  Hotel,  Chicago,  Illinois.  In  this  12th  Annual  Nephrology  Seminar  an  attempt 
will  be  made  to  incorporate  new  information  on  the  pathophysiology  of  Acid-Base 
disorders.  Address  inquiries  to  Scientific  Sessions,  American  Heart  Association,  7320 
Greenville  Avenue,  Dallas,  Texas  75231. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  CERTIFIED  INTERNIST  AND  CARDI- 
OLOGIST: Seeking  group  practice,  partnership,  or 
academic  position  in  the  State  of  Delaware.  For 
further  information,  contact:  the  Medical  Society  of 
Delaware.  Telephone:  (302)  658-7596. 


BOARD  CERTIFIED  INTERNIST:  Interested  in 
relocating  to  the  State  of  Delaware.  Opportunities 
in  the  field  of  gastroenterology  desired  starting  July, 
1981.  For  further  information,  contact:  the  Medical 
Society  of  Delaware.  Telephone:  (302)  658-7596. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5 '/«%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING  REGULAR  CHECKING 


Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account. 

That's  what  our  new  N O W.  interest 
checking  actount  is  all  about.  With  an 
average  monthly  deposit  of  $500,  your 
Artisans'  N O W.  account  pays  you  5'/*% 
interest  per  annum.  compounded  daily  to 
yield  5.47%.  If  your  balance  falls  below 
$500.  there's  a $3  00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations. 

HRTISfinS’ 

SHvmcs  BHnh 

Member  F.D  1C 

Banking  the  Way  You  Need  It 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required.  If  your 
balance  falls  below  $300,  there's  a $3.00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations. 


An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  ft.  Tatnall  Sts.,  Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond  6. 
Graylyn  Shopping  Centers  and  Dover,  Delaware 
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I would  like  to  present  a sketch  of  the  problems 
and  challenges  which  have  involved  the  officers 
and  committees  of  your  Society  in  just  this  past 
month.  They  cover  a wide  variety  of  activities, 
including  those  that  are  organizational  within  the 
Society  itself.  These  have  included,  not  neces- 
sarily in  order: 

1.  A preliminary  meeting  with  representatives 
of  the  chiropractors  to  get  a better  understanding 
of  what  they  think  chiropractic  practice  includes. 

2.  Arrangements  for  a meeting  on  March  17th 
with  about  15  liaison  physicians,  representatives 
of  specialty  and  special  interest  groups  of  physi- 
cians, so  that  the  interests  and  needs  as  well  as 
the  resources  of  these  various  professional  groups 
will  become  known  to  the  Society. 

3.  A discussion  on  March  10th  with  two  at- 
torneys from  the  Justice  Department  concerning 
possible  antitrust  implications  of  the  Medical  So- 
ciety’s relationship  with  Blue  Cross  and  Blue 
Shield  of  Delaware. 

4.  Investigation  as  a result  of  several  companies 
becoming  interested  in  providing  coverage  of  al- 
ternative approaches  to  malpractice  insurance. 

5.  Attendance  by  Dr.  Gibbs,  Chairman  of  the 
Medico-Legal  Affairs  Committee,  Anne  Bader, 
and  myself  at  the  Kent  County  Medical  Society’s 
joint  meeting  with  the  lawyers  from  Kent  County. 
(Incidentally,  I found  out  for  the  first  time  that 
the  physicians  and  their  wives  in  Kent  and  Sussex 
Counties  regularly  have  a dinner  together  prior 


to  this  professional  meeting,  which  is  open  to 
spouses.  Perhaps  there  should  be  a greater  effort 
in  New  Castle  County  to  include  the  wives  in 
society  meetings,  particularly  since  the  state  aux- 
iliary has  disbanded.) 

6.  Planning  by  the  Program  Committee  for  the 
Scientific  Session  of  the  192nd  Annual  Meeting 
of  the  Medical  Society. 

7.  Preparation  for  monthly  Board  of  Trustees 
meetings. 

8.  Discussions  with  representatives  of  industry 
and  others  on  alternative  methods  of  health  care. 

9.  Redesign  of  the  pamphlet  outlining  the  So- 
ciety’s Impaired  Physician’s  Program  and  mailing 
to  physicians’  offices  and  homes. 

10.  Preparation  of  material  for  the  Delaware 
Medical  Journal,  including  the  President’s  Page. 

11.  Informal  liaison  with  other  organizations, 
such  as  the  neighboring  state  medical  societies. 

12.  Review  of  workers’  compensation  legisla- 
tion introduced  this  year,  on  which  action  has 
recently  been  postponed  in  Dover.  We  attempted 
to  limit  our  comments  and  suggestions  to  medical 
aspects  of  the  proposed  legislation. 

13.  Organization  of  a subcommittee  on  sports 
medicine  of  the  Society’s  School  Health  Com- 
mittee. 

14.  Meetings  and  contacts  with  congressional 
representatives  in  Washington. 
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15.  Meeting  with  the  State  Office  of  Medical 
Assistance  and  the  Assistant  Attorney  General  to 
review  a new  policy  the  Division  has  implemented 
and  the  possible  effect  it  may  have  upon  the  phy- 
sician. 

16.  Preparation  with  the  University  of  Dela- 
ware and  Jefferson  Medical  College  for  postgradu- 
ate continuing  medical  education  seminars  held 
throughout  the  state. 

17.  Study  of  HCFA’s  transfer  of  administration 
of  Medicare  Part  B from  Blue  Cross  and  Blue 
Shield  of  Delaware  to  Pennsylvania  Blue  Shield 
in  Camp  Hill,  Pennsylvania,  with  the  result  that 
HCFA  has  agreed  to  reconsider  its  decision. 

18.  Review  of  voluntary  and  mandatory  “sec- 
ond opinion”  programs  proposed  by  Blue  Cross 
and  Blue  Shield  of  Delaware. 

19.  Held  two  meetings  of  the  Society-spon- 
sored Medical  Explorer  program  in  which  101 
local  high  school  students  are  registered. 

20.  Update  of  information  for  the  Society’s 
Pictorial  Roster  which  will  be  published  soon. 

21.  Monitoring  of  health  planning  activities  in 
the  state. 

22.  Interviews  with  AMA  newspaper  interested 
in  how  a small  state  medical  society  functions 
(see  American  Medical  News,  March  20,  1981.) 

Are  we  doing  enough  or  too  much?  The  So- 
ciety has  liaison  with  some  health  agencies,  such 
as  the  American  Cancer  Society,  the  American 
Heart  Association,  and  the  American  Diabetes 
Association.  The  Medico-Legal  Affairs  Com- 


mittee is  working  to  help  lawyers  understand 
medical  and  health  problems  and  also  to  help 
physicians  understand  lawyers’  language  and  re- 
sponsibilities. The  Governor’s  Advisory  Council 
on  Physical  Fitness  of  the  State  of  Delaware  and 
the  Delaware  Safety  Council  are  examples  of 
groups  that  could  be  helped  by  physician  input. 
After  hearing  the  Justice  Department’s  lawyers 
seek  to  understand  the  practice  of  medicine,  I 
suspect  that  they  also  need  an  advisory  committee 
or  a resource  committee  similar  to  our  Medical 
Review  Committee,  which  acts  as  a resource  to 
the  various  health  insurers  within  the  state.  For 
some  time  I have  been  involved  in  trying  to  pro- 
vide medical  advice  for  state  and  local  school 
districts — what  could  be  better  than  an  oppor- 
tunity to  initiate  an  understanding  of  health  prob- 
lems and  preventive  measures  with  a captive  audi- 
ence! 

Physicians’  advice  can  be  useful  in  a wide 
variety  of  ways.  As  noted  above,  the  State  So- 
ciety needs  to  remain  active  without  diluting  its 
effectiveness  to  react  to  medical  and  community 
problems.  Members’  input  to  the  Society  remains 
essential  if  the  Society  is  to  help  coordinate  a 
medical  response  to  our  multiple  needs.  We  in- 
vite your  questions  and  suggestions  and,  in  turn 
depend  upon  your  willingness  to  help — through 
committee,  group,  and  individual  action. 

Robert  W.  Frelick,  M.D. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES sM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 


Call  or  write  if  you  have  not  received  a census  form 
Division  of  Survey  & Data  Resources 
American  Medical  Association 
Dearborn  Street 
60810. 
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MAKE  YOUR  MARK 
AND  BE  COUNTED... 


EVERYBODY’S  TALKING  ABOUT 
HEALTH  CARE  COST  PROBLEMS. 
WE  THOUGHT  YOU’D  LIKE  TO  HEAR 

A FEW  SOLUTIONS. 


When  a problem  is  talked  about  as  much 
as  this  one,  it’s  sometimes  difficult  to  see  the 
progress  that’s  being  made. 

The  fact  is,  significant  progress  has  already 
been  made  in  controlling  the  rising  cost  of 
health  care  by  Blue  Cross  and  Blue  Shield  Plans. 

A BREAKTHROUGH. 

In  the  past  decade,  programs  we  support 
like  out-patient  diagnostic  and  same -day  surgery 
have  helped  cut  the  average  hospital  stay  of 
our  subscribers  by  one  full  day.  And  saved 
$1,250,000,000  last  year  alone. 

Blue  Cross  and  Blue  Shield  Plans  often 
have  special  arrangements  with  hospitals  and 
physicians  supporting  a wide  range  of  cost 
containment  initiatives.  This  means  value  added 
and  lower  benefit  costs  to  enrolled  groups. 

You  see,  we  believe  that 
the  solution  to  the  problem  lies 
in  controlling  all  your  costs. 

THE  EXPENSIVE 
ASSUMPTION. 

Some  buyers  make  the 
assumption  that  the  cost  of 
benefits  will  always  be  the 
same.  After  all,  the  same  people 
will  get  sick  and  incur  the  same 
costs,  no  matter  who  the  carrier  is. 


90  to  95%  OF  YOUR 
HEALTH  CARE  DOLLAR 
USUALLY  GOES  TO 
BENEFIT  COSTS.  AND 
THAT’S  WHERE  WE  CAN 
MAKE  THE  BIGGEST 
DIFFERENCE. 


But  the  fact  is,  there  can  be  a big  difference. 
The  cost  of  health  care  coverage  is  actually  two 
costs.  The  cost  of  benefits.  And  the  retention 
costs  (everything  from  administrative  costs  to 
reserves).  But  all  too  often,  only  retention  costs 
get  much  attention. 

Benefit  costs  are  where  most  of  your 
health  care  coverage  dollar  goes.  Controlling 
benefit  costs  can  have  a real  impact  on  your 
bottom  line.  Which  is  why  we’re  so  committed  j 
to  containing  them. 

So  before  you  make  a decision  about  your 

S'oup’s  coverage,  contact  your  Blue  Cross  and 
lue  Shield  Plan  Marketing  Representative. 
Otherwise,  trying  to  save  a little  money  could 
end  up  being  very  expensive. 

Write  for  the  free  booklet:  “The  Most  Effec - 
tive  Health  Care  Protection  For  Your  Employees" 
Blue  Cross  and  Blue  Shield  Associations, 

Box  8008,  Chicago,  IL  60680. 

Blue  Cross 
Blue  Shield 

of  Delaware 


HELPING  CONTROL  ALL  YOUR  COSTS. 
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TREATMENT  OF  FIBROMYOSITIS  WITH 
FLUPHENAZINE  AND  AMITRIPTYLINE: 
A PRELIMINARY  REPORT 


Refractory  Pain  and  Fibromyositis 

Nonarticular  rheumatism  “appears  to  be  a no- 
man’s land,  ill-defined,  ill-taught,  poorly  treated, 
and  under-researched  . . . There  has  been  no  or- 
ganized effort  to  apply  the  technological  advances 
of  medicine  and  biological  science  to  a group 
of  syndromes  that  probably  cost  this  country  more 
in  time  and  money  lost  per  year  than  any  other 
form  of  illness,  except  perhaps  the  common 
cold.”1 

Fibromyositis  is  one  of  the  most  common  non- 
articular diseases.2  It  is  characterized  by  diffuse 
aches  and  pains,  morning  stiffness,  fatigability, 
and  a paucity  of  objective  findings.  Apart  from 
multiple  sites  of  tenderness  and  an  eight  hour 
sleep  electroencephalogram  revealing  impaired 
stage-four  sleep,3*4  the  remaining  physical  exam, 
laboratory  studies  and  roentgenograms  are  nor- 
mal.5 Although  many  regimens  have  been  tried, 
including  mild  analgesics,  nonsteroidal  anti-in- 
flammatory drugs,  sedatives,  phenothiazines,  tri- 
cyclic antidepressants,  rest,  physical  therapy,  and 
psychotherapy,  none  has  proven  to  be  satisfac- 
tory.5 

Fluphenazine  (Prolixin,  Squibb),  a phenothia- 
zine,  and  amitriptyline  (Elavil,  Merck  Sharp  & 
Dohme),  an  antidepressant,  have  been  reported 
to  promote  dramatic  pain  relief  in  refractory  dia- 
betic neuropathy6  and  postherpetic  neuralgia.7 
This  drug  combination  was  administered  to  a 
woman  with  refractory  pain  due  to  fibromyositis. 
Her  good  pain  relief  prompted  similar  treatment 
of  eight  additional  patients  with  this  disorder. 

Dr.  Connolly  is  a member  of  the  Section  of  Rheumatology, 
Department  of  Medicine,  Wilmington  Medical  Center  and  St. 
Francis  Hospital,  Wilmington,  Delaware. 

This  paper  was  supported  by  a grant  from  the  Chichester-du  Pont 
Foundation. 
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Ronald  G.  Connolly,  M.D. 

They  responded  equally  well.  All  patients  ful- 
filled the  diagnostic  criteria  for  fibromyositis,  in- 
cluding normal  erythrocyte  sedimentation  rates, 
and  negative  rheumatoid  factors  and  antinuclear 
antibodies. 

Case  Report 

Patient  1.  — A 45-year-old  woman  presented 
with  a 15-year  history  of  diffuse  aches  and  pains 
associated  with  two  hours  of  morning  stiffness 
and  marked  fatigability.  Pain  was  present  over 
her  upper  and  lower  back  and  in  her  shoulders, 
arms,  and  hips.  These  symptoms  were  associated 
with  a sensation  of  “tightness”  in  the  knees,  but 
no  joint  swelling,  redness  or  heat.  Employed  as 
a secretary,  she  had  missed  six  to  eight  weeks  of 
work  per  year  because  of  back  pain  and  general- 
ized aches.  Review  of  systems  was  unremarkable 
and  included  a negative  history  for  Raynaud’s 
phenomenon,  pleurisy,  photosensitivity,  mucosal 
ulceration,  alopecia,  psoriasis  or  other  skin  le- 
sions, abdominal  pain,  diarrhea,  muscle  weakness, 
neurologic  deficit,  inflammatory  eye  conditions, 
fever,  malaise,  or  weight  loss. 

Physical  exam  revealed  tenderness  over  the 
cervical  and  lower  lumbar  spine,  the  mid-point 
of  the  trapezius  muscles  and  medial  supraspina- 
tus  muscles,  the  sacroiliac  joints,  the  second  and 
third  costochondral  junctions,  and  the  lateral  epi- 
condyles  and  the  medial  aspect  of  both  knees. 

Laboratory  studies  and  multiple  roentgeno- 
grams of  the  spine  and  peripheral  joints  were 
unremarkable.  Laboratory  studies  included  a 
normal  or  negative  blood  count,  urinalysis,  chem- 
istry panel,  antinuclear  antibody,  rheumatoid  fac- 
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tor,  lupus  preparation,  assay  of  total  complement, 
thyroid  profile,  SGOT,  LDH,  and  CPK.  Aldo- 
lase assay,  quantitative  immunoglobulin  measure- 
ment, electromyogram  and  nerve  conduction 
studies  were  also  within  normal  limits. 

Her  past  treatment  had  included  aspirin,  indo- 
methacin,  phenylbutazone,  diazepam,  chlordia- 
zepoxide,  chlorpromazine,  ibuprofen,  tolmetin, 
multivitamihs,  rest,  heat,  physical  therapy,  and 
injection  of  multiple  trigger  points  with  lidocaine 
and  cortisone  derivatives,  all  without  relief  of 
pain. 

Fluphenazine  hydrochloride,  1 mg  three  times 
daily  and  amitriptyline  hydrochloride,  50  mg  at 
bedtime  were  prescribed.  On  this  regimen  the 
patient  became  asymptomatic  in  one  week  and 
returned  to  full  activity.  After  being  asympto- 
matic for  several  months,  the  dose  of  prolixin  was 
tapered  and  then  discontinued.  Currently,  the 
patient  is  being  maintained  on  amitriptyline  50 
mg  at  bedtime  and  remains  asymptomatic. 

Additional  Patients  — Because  of  the  good 
therapeutic  response  in  the  patient  presented, 
similar  treatment  was  begun  in  eight  additional 
patients  with  similar  clinical  characteristics.  All 
of  the  patients  were  female;  their  ages  ranged 
from  26  to  45  years.  The  duration  of  their  symp- 
toms ranged  from  three  months  to  fifteen  years. 
In  addition  to  the  characteristic  history  and  physi- 
cal findings  and  negative  laboratory  and  radio- 
graphic  findings,  all  patients  were  characterized 
by  significant  disability. 

Each  patient  subsequent  to  the  index  case  was 
treated  initially  with  1 mg  of  fluphenazine  hydro- 
chloride every  morning  and  25  mg  of  amitripty- 
line hydrochloride  at  bedtime.  This  dosage  was 
increased  weekly  until  control  of  symptoms  was 
achieved.  A maximal  dose  of  fluphenazine  1 
mg  tid  and  amitriptyline  75  mg  at  bedtime  was 
never  exceeded.  If  any  muscular  twitching  or 
other  extrapyramidal  signs  occurred,  the  medica- 
tions were  immediately  stopped.  If  the  patient 
felt  nervous,  restless  or  lethargic  while  taking 
prolixin,  1 mg  three  times  daily,  the  dosage  was 
decreased. 

The  patients  have  all  had  good  or  excellent 
relief  within  one  to  two  weeks  of  initiating  treat- 
ment. Three  of  the  patients  who  had  been  dis- 
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abled  preceding  treatment  returned  to  work  with- 
out pain. 

Some  of  the  patients  became  nervous,  restless 
or  lethargic  on  the  full  dosage  of  fluphenazine. 
These  reactions  were  relieved  by  decreasing  the 
daily  dosage.  Amitriptyline  frequently  caused 
transient  mild  drowsiness  that  usually  diminished 
within  a few  days.  Two  patients  were  well  main- 
tained with  fluphenazine  alone. 

In  order  to  minimize  the  risk  of  tardive  dyski- 
nesia and  other  drug  toxicities,  fluphenazine  was 
tapered  and  discontinued  after  two  or  three 
months  of  therapy.  Six  patients  also  tolerated 
discontinuation  of  amitriptyline,  while  three  pa- 
tients are  being  maintained  on  this  medication. 

After  symptomatic  relief  was  achieved,  all  pa- 
tients were  encouraged  in  a modest  physical  con- 
ditioning program. 

Discussion 

The  management  of  fibromyositis  remains  a 
difficult  problem.  The  majority  of  patients  have 
persisting  pain  and  significant  curtailment  of  ac- 
tivities and  not  infrequently,  patients  will  be  dis- 
abled physically  and  mentally. 

The  only  abnormal  laboratory  test  in  fibromyo- 
sitis is  impaired  stage-four  sleep  (nonrapid  eye 
movement);  normal  volunteers  when  deprived 
of  stage-four  sleep  develop  identical  symptoms 
and  signs.8  Theoretically,  fluphenazine  and  ami- 
triptyline by  improving  stage-four  sleep  could 
thus  alleviate  symptoms  of  pain  in  patients. 

It  is  logical  that  electrical  alterations  in  the 
brain  could  result  in  sensory  as  well  as  motor 
abnormalities;  cerebral  thrombosis  and  seizure 
disorders  both  cause  abnormal  electroencephalo- 
grams, as  well  as  motor  and  sensory  deficits. 

Perhaps  impaired  stage-four  sleep  is  involved 
in  the  pathogenesis  of  painful  diabetic  neuropathy 
and  postherpetic  neuralgia  and  other  refractory 
pain  syndromes  such  as  cancer,  postamputation 
phantom  limb  pain,  etc.  Fluphenazine  and  ami- 
triptyline may  also  be  beneficial  in  these  pain 
sleep  syndromes. 

The  pain  and  disability  of  fibromyositis  respond 
poorly  to  current  modes  of  treatment.  Nine  pa- 
tients whose  symptoms  were  refractory  to  standard 
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regimens  experienced  good  relief  within  one  to 
two  weeks  after  initiating  treatment  with  fluphen- 
azine hydrochloride  and  amitriptyline  hydrochlo- 
ride. These  findings  suggest  that  fluphenazine 
and  amitriptyline  may  be  of  benefit  in  treating 
fibromyositis,  as  well  as  other  refractory  pain 
syndromes. 

A prospective  study  is  now  in  progress.  The 
study  is  double  blind  and  includes  sleep  electro- 
encephalograms before  and  after  treatment. 
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Clothes  for  Women  of  Discernment 
Deceptively  simple  . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 

COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 

9:00  to  4:30  Safurdoy  10:00  to  4:00 
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WIDE  RANGE  POCKET  ^ RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 

LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  R B C SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


L 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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MEDLAB  - AUGUSTINE  CUT-OFF 
SUITE  13  PROFESSIONAL  BLDG. 
AUGUSTINE  CUT-OFF 
WILMINGTON,  DELAWARE 
(302)  655-4445 


MEDLAB  - FOULK  RD. 

1805  FOULK  ROAD 
CORNER  FOULK  & SILVERSIDE  RDS. 
WILMINGTON,  DELAWARE 
(302)  478-3228 


• surgical  pathology 


• microbiology 


MEDLAB  - PIKE  CREEK 
1 PIKE  CREEK  CENTER 
NEW  LINDEN  HILL  ROAD 
WILMINGTON,  DELAWARE 
(302)  994-5764  (302)  994-7603 


NEWARK  MEDICAL  LABORATORY 
KELWAY  PLAZA,  SUITE  105 
314  EAST  MAIN  STREET 
NEWARK,  DELAWARE 
(302)  731-0244 


cytology 


• chemistry 


• hematology 


• serology 
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STEVENS-JOHNSON  SYNDROME  DUE  TO 
SULINDAC  : A CASE  REPORT  AND 
REVIEW  OF  THE  LITERATURE 


F.  William  Maguire,  M.D. 


Stevens-Johnson  Syndrome  (SJS)  or  erythema 
multiforme  major  is  an  acute  disease  manifested 
by  a variety  of  skin  lesions,  including  the  dis- 
tinguishing iris  or  target  lesion.  These  are  char- 
acterized histologically  by  an  infiltrate  at  the 
dermalepidermal  interface  with  subepidermal  vesi- 
culation.  To  our  knowledge,  this  is  the  first  re- 
ported case  of  SJS  due  to  sulindac  (Clinoril, 
Merck  Sharp  & Dohme). 

Case  Report 

The  patient,  a 76-year-old  white  female,  was 
hospitalized  with  complaints  of  a pruritic  rash, 
fever,  anorexia,  nausea,  and  a sore  mouth  begin- 
ning one  week  before.  Her  rash,  which  began 
on  her  hands  and  spread  centrifugally,  had  be- 
come progressively  more  painful  and  extensive. 
She  was  a known  arthritic  and  hypertensive  who 
for  five  years  had  been  taking  methyldopa,  250 
mg  bid;  hydrochlorothiazide,  50  mg  daily;  pred- 
nisone, 5 mg  tid;  and  aspirin,  prn.  Sulindac 
(Clinoril,  Merck  Sharp  & Dohme)  150  mg  bid 
was  added  21  days  prior  to  admission.  It  had  first 
been  prescribed  approximately  eight  months  be- 
fore this  admission,  but  the  patient  stopped  taking 
it  after  two  days  because  her  arthritic  condition 
improved  rapidly. 

Her  medical  history  was  noteworthy  chiefly 
for  her  arthritis  and  hypertension,  two  childbirths, 
and  a vaginal  hysterectomy;  she  denied  any  al- 
lergies. Her  family  history  included  atherosclero- 

*Clinoril,  Merck,  Sharp  & Dohme 

Dr.  Maguire,  formerly  a medical  resident  at  the  Wilmington 
Medical  Center,  is  currently  Director  of  the  Emergency  Depart- 
ment at  Southern  Chester  County  Medical  Center,  West  Chester, 
Pennsylvania. 
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tic  coronary  and  cerebral  disease.  She  denied  the 
use  of  alcohol  or  tobacco  and  had  no  contact  that 
we  could  ascertain  with  potentially  noxious  en- 
vironmental factors. 

Her  blood  pressure  was  120/60;  pulse  rate, 
105;  temperature  39.4°C.;  respirations,  18.  The 
patient  presented  as  an  alert,  apprehensive  elderly 
female  complaining  of  a generalized  pruritic  rash 
and  sore  mouth.  Her  face  was  erythematous  with 
circumoral  pallor  and  slight  purplish  discolora- 
tion of  the  lips.  Her  mouth  was  diffusely  erythe- 
matous throughout,  with  an  easily  removable 
white  lacy  exudate  over  the  buccal  mucosa.  Exam- 
inations of  her  eyes,  ears,  heart,  and  lungs  were 
unremarkable.  Her  breasts  and  abdomen  were 
free  of  masses.  Herberden’s  Nodes  of  her  fingers 
were  present.  There  was  no  evidence  of  periph- 
eral vascular  disease  nor  any  edema.  There  was 
a diffuse  maculopapular  rash  confluent  over  her 
back,  which  involved  her  upper  and  lower  ex- 
tremities including  her  palms  as  well  as  her  entire 
torso.  Small  bullae  were  present  on  both  knees. 
Adenopathy  was  not  found.  (See  Figures  1 and 
2). 

Laboratory  data  on  admission  revealed  WBC 
of  7,800  cu  mm  with  72%  polymorphonuclear, 
3%  bands,  2%  eosinophils,  12%  lymphocytes, 
and  6%  monocytes.  Electrolytes,  BUN,  and 
creatinine  were  normal.  SMA-12  was  normal. 
Blood  cultures  were  negative.  Antistreptolysin-O 
titer  was  10  Todd  units  (<160),  cold  agglutinins 
were  present  at  1:8  dilution  ( < 1 : 32) ; RPR  was 
nonreactive,  rheumatoid  factor  was  1:20.  (<1: 
160),  prothrombin  time  and  PTT  (partial  throm- 
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FIGURE  1 

Diffuse  erythematous  macular  rash. 


FIGURE  2 

Coalescing  lesions  with  formation  of  bullae. 
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boplastin  time)  were  normal.  ANA  titer  was 
1:320  with  a speckled  pattern  ( < 1 : 20) . Anti- 
double stranded  antibody  was  negative.  The  Se- 
rum Protein  Electrophoresis  (SPE)  was  normal. 
Carcinoembryonic  antigen  (CEA)  was  within 
normal  range.  Electrocardiogram  was  normal. 
Chest  x-ray  showed  cardiomegaly. 

The  patient  was  initially  treated  with  stress  dose 
steroids  (60  mg  per  day  of  prednisone)  and  anti- 
biotics (nafcillin  sodium,  1 gm  IV  q4h),  to  pre- 
vent secondary  bacterial  infection.  The  following 
dav  the  patient’s  temperature  had  fallen  from 
39.5°C  ( 104°F)  to  37.3°C  (100°F).  On  the 
third  day  of  hospitalization  the  skin  was  noted 
to  be  denuded  on  her  back.  There  was  a positive 
Nikolsky’s  sign.  Cheilosis  was  now  severe.  The 
patient’s  eyes  appeared  prominent;  she  had  bilat- 
eral conjunctivitis  with  purulent  yellow  discharge. 
However,  at  this  time  the  rash  was  thought  to  be 
less  confluent  on  her  arms  and  legs  and  the  white 
plaques  in  the  mouth  were  diminished. 

Biopsies  of  areas  of  her  rash  and  also  from  an 
area  of  normal  skin  were  performed.  The  speci- 
men from  the  involved  area  revealed  extensive 
degeneration  throughout  the  epidermis  with  ad- 
vanced eosinophilic  necrosis  of  keratinocytes  and 
hydropic  degeneration  of  the  basal  layer  with 
subepidermal  separation  from  the  underlying  der- 
mal connective  tissue.  Immunofluorescent  testing 
of  the  skin  biopsy  revealed  trace  quantities  of 
IgM  and  fibrinogen  deposits  in  the  basement 
membrane.  Immunofluorescent  tests  of  the  nor- 
mal skin  biopsy  showed  IgA,  IgM,  and  com- 
plement-C3  deposits  in  a few  cytoid  bodies  pres- 
ent at  the  dermalepidermal  junction.  The  re- 
mainder of  the  patient’s  course  was  marked  by 
gradual  fading  of  the  rash  with  return  of  her  ap- 
petite and  well-being.  The  denuded  areas  crusted 
over  and  healed  without  scarring.  Antibiotics 
were  discontinued  and  prednisone  tapered  to  10 
mg  per  day  at  the  time  of  discharge  13  days  after 
admission. 

History 

In  the  mid- 1800s  there  was  an  attempt  to  iden- 
tify this  interesting  disease  now  known  as  Stevens- 
Johnson  Syndrome.  It  was  then  known  by  many 
names  such  as  erythema  tuberculatum,  erythema 
gyratum  and  Biett’s  erythema  annulare.  In  1808 
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Willan  named  it  erythema  papulatum.1  In  1814 
Bateman  called  it  herpes  iris.2  In  1862  it  was 
called  Bazin’s  acute  bullous  hydron.3  In  1866 
Von  Hebra,  recognizing  these  diseases  as  variants 
of  the  same  clinical  process,  proposed  the  unifying 
term  erythema  multiforme,  the  term  erythema 
deriving  from  its  inflammatory  nature  and  vivid 
red  lesions  and  the  term  multiforme  from  its  poly- 
morphic cutaneous  presentation.4  Von  Hebra 
also  recognized  that  the  eruption  had  a seasonal 
occurrence.  He  regarded  the  disorder  as  benign. 

The  extra-cutaneous  manifestations  were  also 
recognized  in  the  late  1800s.  Bazin  first  described 
the  occurrence  of  oral  lesions.3  Duhring  first  re- 
ported the  associated  conjunctival  lesions.3  Sir 
William  Osier  reported  1 1 cases  of  erythema  mul- 
tiforme associated  with  gastrointestinal  complaints 
such  as  “colic  with  diarrhea  and  nausea.”0  Not 
much  mention  was  made  of  gastrointestinal  dis- 
orders thereafter.  In  retrospect,  it  appears  the 
majority  of  Osier’s  cases  were  probably  not  ery- 
thema multiforme  but  other  diseases.7,8 

In  1922,  Stevens  and  Johnson  reported  their 
findings  of  two  patients  with  erythema  multiforme 
with  “stomatitis  and  ophthalmia,”  both  in  children. 
This  set  the  stage  for  the  future  classification  of 
the  disease.9  The  literature  of  the  1900s  divides 
erythema  multiforme  into  two  clinical  forms: 
erythema  multiforme  minor  and  erythema  multi- 
forme major,  or  Stevens- Johnson  Syndrome.  Ash- 
ley and  Lazar  suggested  that  the  mild  form  de- 
scribed by  Von  Hebra  be  called  erythema  multi- 
forme  minor  and  the  fulminant  form  described 
by  Stevens-J ohnson  be  called  erythema  multi- 
forme major. 

Etiology 

Both  forms  of  erythema  multiforme  are  con- 
sidered to  be  precipitated  by  the  same  factors. 
Ingestions  and  infections  are  the  most  common 
causes,  although  many  factors  may  be  involved, 
as  shown  by  the  surely  incomplete  listing  in  Table 
l.1014  Erythema  multiforme  is  frequently  attrib- 
uted to  one  of  these  factors  but  there  remain 
many  cases,  approximately  50%,  which  are  at 
present  idiopathic. 

Clinical  Features 

Stevens- Johnson  Syndrome  is  commonly  pre- 
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Viral 


Bacterial 

Fungal 

Protozoal 

Other 

Physical  Agents 
Drugs 
Metals 

Anticonvulsants 

Anti-inflammatories 

Antihypertensives 

Antimicrobial 

Analgesics 
Misc  Drugs 

Miscellaneous 


TABLE  1 

IDENTIFIED  CAUSES  OF  ERYTHEMA  MULTIFORME 

Herpes  Simplex  I & II,  herpes  Zoster,  EB  Virus,  Influenza  Type  A,  lymphogranu- 
loma venereum,  psittacosis,  orf  rubeola,  coxsackie  virus,  adeno,  eco  and  cat- 
scratch  virus,  hepatitis  A & B 

B-Hemolytic  streptococcus,  pseudomonas,  tularemia,  brucellosis,  Sonne  dys- 
entery, Salmonella  typhimurium 

Histoplasmosis,  coccidioidomycosis,  dermatophytosis 

Malaria,  trichomoniasis 

Mycoplasma  pneumoniae,  Treponema  pallidum,  Mycobacterium  tuberculosis, 
ancylostoma 

Exposure  to  cold,  x-rays,  and  sunlight 


Arsenic,  bromides,  mercury,  gold,  iodides 
Barbiturates,  diphenylhydantoin,  trimethadione 
Salicylates,  phenylbutazone,  ibuprofen,  carbamazepine  antipyrine 
Hydralazine,  thiazides,  furosemide 

Clindamycin,  griseofulvin,  penicillin,  novobiocin,  sulfonamides,  trimethoprim- 
sulphamethoxazole 

Pentazocine,  codeine 

Chlorpropamide,  nitrogen  mustard,  phenolphthalein  tolbutamide,  cyclophos- 
phamide, bosulphan 

Carcinoma,  Reiter’s  and  Behcet's  Syndrome,  Lymphoma,  Hodgkin's  Disease, 
Multiple  Myeloma,  Wegener's  Granulomatosis 


ceded  by  upper  respiratory  infection  symptoms, 
fever,  malaise,  or  vomiting.  The  rash  appears 
suddenly  in  symmetrical  distribution  involving 
the  extremities,  most  particularly  the  hands.  It 
is  composed  of  bright  red,  well-defined,  rounded 
edematous  macules  or  flat-topped  papules  which 
tend  to  spread  peripherally  and  coalesce  into  ery- 
thematous sheets.  The  characteristic  lesion  of 
erythema  multiforme  is  the  “iris”  or  “target” 
lesion. 

The  syndrome  is  marked  by  painful  bullae, 
vesicles  and  erosions  with  secondary  crusting 
and  infection.  The  lesions  may  last  up  to  two 
weeks.  There  generally  is  no  scarring  when 
healed. 

Oral  inflammation,  one  of  the  syndrome’s  char- 
acteristic findings,  begins  with  blisters  on  the 
oral  mucosa  which  rupture,  leaving  a tender  de- 
nuded surface  associated  with  a grey  pseudo- 
membrane due  to  epidermal  necrosis.  The  lips 
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are  frequently  swollen,  painful  and  encrusted 
with  a congealed  bloody  serum.  Ulceration  of 
the  trachea  and  esophagus  may  occur.  Pneu- 
monia is  occasionally  seen. 

Usually,  the  ocular  manifestations  start  with 
soreness  which  progresses  to  a bilateral  conjunc- 
tivitis. Copious  purulent  material  is  usually  pro- 
duced. The  eyelids  are  edematous. 

Stevens-Johnson  Syndrome  is  essentially  a dis- 
ease of  severe  toxemic  illness  which  generally 
runs  its  course  in  two  to  seven  weeks.  Mortality 
from  6 to  25%  has  been  reported.  Specific 
laboratory  features  are  not  found. 

Histology 

Originally  stressing  angiitis,  recent  studies  now 
show  an  absence  of  vasculitis.  The  distinctive 
features  include:  a mononuclear  infiltrate  at  the 
dermal-epidermal  junction  and  around  the  super- 
ficial dermal  plexus;  scattered  areas  of  epidermal 
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necrosis;  vascular  degeneration;  and  edema  in 
the  upper  dermis  and  edema  of  the  epidermis. 
The  term  “spongiosis”  is  sometimes  used  to  de- 
scribe erythema  multiforme.  This  is  defined  as 
intercellular  edema  that  widens  the  intercellular 
spaces  and  stretches  the  intercellular  bridges. 

Differential  Diagnosis 

The  fully  erupted  case  of  erythema  multiforme 
minor  with  iris  lesions  presents  no  problem  in 
diagnosis.  The  essential  findings  are  fairly  sud- 
den onset;  vivid,  pleomorphic  lesions  that  are 
relatively  symmetrical;  and  a history  of  recur- 
rences or  seasonal  occurrences.  The  differential 
diagnosis  includes  erythema  marginatum,  allergic 
vasculitis,  secondary  syphilis,  SLE  (systemic  lupus 
erythematous),  and  viral  exanthems.  The  differ- 
ential diagnosis  of  Stevens- Johnson  Syndrome  or 
erythema  multiforme  major  is  more  difficult,  in- 
cluding pemphigus  vulgaris,  bullous  pemphigoid, 
and  toxic  epidermal  necrolysis. 

Treatment 

In  most  cases  erythema  multiforme  minor  re- 
quires only  symptomatic  treatment  for  discom- 
fort. Stevens- Johnson  Syndrome,  however,  usu- 
ally necessitates  medical  management  in  hospital. 
Treatment  is  geared  towards  maintaining  fluid 
and  electrolyte  balance.  IV  corticosteroids  in 
stress  doses  are  generally  used.  The  bullous 
lesions  and  vesicular  lesions  can  be  treated  with 
Domeboro  Solution,  ie,  drying  solution.  Pro- 
tective sterile  dressings  and  treatment,  as  if  for 
a burn  injury,  suffices  for  the  dry  denuded  areas. 
The  bullae  may  be  drained  and  the  roof  of  the 
bullae  left  intact  until  the  underlying  surface 
begins  to  regenerate.  Secondary  bacterial  infec- 
tions and  septicemias  are  common  and  should 
be  closely  monitored.  Oral  hygiene  can  be  main- 
tained or  improved  with  peroxide  or  mouthwash 
such  as  Chloroseptic  used  as  frequently  as  needed; 
viscous  idocain  can  be  used  sparingly  until  the 
discomfort  has  subsided.  Ophthalmology  con- 
sultation is  suggested  for  ocular  lesions;  topical 
steroids  and  antibiotics  are  of  use.  Recurrence 
can  be  expected  in  20%  of  the  cases. 

Addendum 

Since  the  preparation  of  this  report,  several 
additional  cases  of  Stevens- Johnson  Syndrome 
due  to  sulindac  have  been  reported  to  the  manu- 
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facturer.  All  had  onset  of  their  symptoms  from 
the  14th  to  the  17th  day  of  treatment. 

Our  patient’s  signs  and  symptoms  became  evi- 
dent on  the  14th  day  of  treatment.  It  appears 
that  a two-week  interval  of  antigenic  stimulation 
with  sulindac  is  needed  to  evoke  the  immunologi- 
cal pathogenesis  of  Stevens- Johnson  Syndrome. 
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EUGENE  F.  MILEWSKI,  M.D. 

A pediatrician  for  26  years  in  Penn  Acres,  New 
Castle,  Delaware,  Eugene  F.  Milewski  died  Wed- 
nesday, January  21,  1981. 

His  early  education  was  obtained  from  St. 
Hed wig’s  Elementary  School  in  Wilmington;  Wil- 
mington High  School  (1945);  University  of  Del- 
aware (1948);  and  his  medical  degree  from 
Georgetown  University  Medical  School,  Wash- 
ington, D.C.  (1952).  He  served  his  internship 
and  his  pediatric  residency  at  the  Delaware  Hos- 
pital (1952-1955).  Additional  training  was  done 
at  the  University  of  Pennsylvania  Hospital. 

Mimi  Carpenter,  the  Managing  Editor  of  the 
New  Castle  Gazette  wrote  (January  28,  1981)  a 
comprehensive  eulogy  that  summarized  the  char- 
acteristics of  Eugene:  genuine  interest,  gentleness 
and  skill,  attention,  patience.  He  was  always 
there;  he  always  answered  the  needs  of  the  wor- 
ried mother. 

Dr.  Milewski  endured  the  distressing  and  chron- 
ic pain  of  rheumatoid  spondylitis  for  30  years. 


Family  members  remember  him  for  always  being 
available,  whether  to  assist  the  children  with  their 
problems,  to  tackle  a stubborn  weed  in  the  yard, 
or  to  help  with  homework  and  housework.  He 
never  mentioned  his  own  persisting  discomfort. 
He  belonged  to  many  local  and  national  medical 
societies,  including  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics.  He  was  presi- 
dent of  the  Board  of  Directors  of  the  New  Castle 
Physicians’  Laboratory. 

His  wife,  Eva  Rebecca  Shugarts  Milewski,  two 
sons,  Michael  E.  of  Wilmington  and  Lt.  David 
A.  of  the  US  Air  Force,  and  two  daughters,  Julia 
Ann  of  Philadelphia  and  Joan  Marie  of  Villanova, 
survive.  There  are  also  two  surviving  brothers, 
Stephen  A.  of  Havertown,  Pennsylvania  and 
Richard,  of  Wilmington. 

Donations  in  his  memory  are  being  accepted 
by  the  Delaware  Chapter,  Arthritis  Foundation, 
234  Philadelphia  Pike,  Suite  One,  Wilmington, 
Delaware  19809. 

Eva  S.  Milewski  with 
Charles  M.  Bancroft,  M.D. 
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25  minutes  to  Wilmington  ^or  Appointment 
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too  expensive. 

The  Sequoia  Medical  System1 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  hilling. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


ndrevenue 

analysis 

• On-line  access  to  4k  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 
designed  to  blend  smoothly  into 
solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360;  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


We’re  looking  for  doctors  who 
think  they  don’t  need  a computer 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 
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1100  Larkspur  Landing  Circle.  Larkspur.  CA  94939 
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works  well  in  your  office . . . 

NEOSPORIIT  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primaiy  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN®Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Re  commendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin1 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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THE  PRESIDENT  AILS: 

AMERICAN  MEDICINE  IN  RETROSPECT 


Howard  G.  Wilcox,  M.D. 


It  can  be  frustrating  to  pursue  the  historical 
development  of  personal  health  care  within  the 
United  States.  Much  more  available  is  informa- 
tion about  the  evolution  of  broad  medical  ideas — 
global  areas  such  as  American  medical  education, 
public  health,  specialty  societies,  and  the  like. 
But  it  is  often  difficult  to  trace  such  generic  con- 
cepts to  their  practical  application  in  everyday 
medical  care;  the  details  of  medical  care  are  too 
often  simply  not  available. 

With  famous  persons,  however,  the  historical 
record  is  often  meticulous  in  its  attention  to 
therapeutic  detail.  If  one  assumes  that  such  a 
celebrity  receives  medical  care  of  at  least  repre- 
sentative “good”  quality,  then  a study  of  the  his- 
torical record  may  well  provide  one  with  a reason- 
able insight  into  specifics  of  medical  care  of  that 
era.  Throughout  American  history,  the  President 
of  the  United  States  has  been  such  a celebrity. 
A study  of  the  President’s  health  care  should  thus 
give  one  rich  insights  into  specifics  of  medical 
practice  and  of  medical  care  available  over  a 
broad  span  of  time. 

I have  chosen  three  case  reports  to  represent 
junctures  during  the  past  200  years  of  American 
history  and  to  thus  illustrate  some  of  the  treat- 
ment available  to  the  populace  of  the  United 
States  at  those  times. 

Case  1 . 

Mr.  G.  W.  is  a 67-year-old  plantation  owner 
and  retired  government  bureaucrat  who  presents 
to  us  in  1799  with  the  chief  complaints  of  a sore 
throat  and  difficulty  in  breathing. 

^ Dr.  Wilcox  is  Associate  Chief  of  Staff  for  Education,  Salt  Lake 
Veterans  Administration  Medical  Center  and  Associate  Professor 
of  Medicine,  University  of  Utah  College  of  Medicine. 
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A quick  review  of  his  past  history  discloses 
a childhood  case  of  diphtheria  (then  popularly- 
known  as  “the  black  canker”),  many  episodes  of 
both  malaria  and  dysentery,  and  a probable  pri- 
mary tuberculosis  infection,  manifested  by  a pro- 
tracted episode  of  pleurisy  concurrent  with  close 
household  contact  with  a family  member  with 
active  tuberculosis. 

At  age  19,  young  George  wintered  in  the 
pleasant  climate  of  the  Barbados  Islands  with  this 
consumptive  half-brother,  Lawrence.  Both  young 
men  were  warmly  welcomed  by  homesick  colon- 
ists who  had  emigrated  to  the  Caribbean,  and  they 
were  quickly  accepted  as  interesting  new  addi- 
tions to  the  social  scene.  On  one  occasion, 
George  was  invited  to  dine  with  a family,  one 
member  of  which  had  smallpox.  Rather  than 
risking  offense  by  refusing  the  invitation,  he  went. 
Of  course,  after  the  appropriate  incubation  period 
George,  too,  came  down  with  smallpox.  He  had 
a moderately  severe  case,  and  he  carried  the  deep 
pock  marks  from  the  disease  for  the  rest  of  his 
life. 

The  renowned  artist,  Rembrandt  Peale,  painted 
a portrait  of  our  patient  as  he  really  appeared — 
with  the  cosmetic  residua  of  smallpox.  This  por- 
trait was  used  a few  years  ago  for  a 5-cent  U.S. 
postage  stamp.  But  the  U.S.  Postal  Service  didn’t 
reckon  with  the  passion  that  Americans  have  for 
perfection  in  their  Presidents  (a  passion,  I might 
note  parenthetically,  that  has  not  always  been 
assuaged) . The  American  public  was  so  outraged 
at  George’s  appearance  that  the  Postal  Service 
was  deluged  with  letters  decrying  the  picture  of, 
“.  . . a sour  and  disagreeable  old  man,”  and  com- 
menting, “Isn’t  it  a pity  George  didn’t  have  a 
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good  dermatologist.”  The  stamp  was  thus  with- 
drawn after  nine  months  of  use,  and  a “face-lift” 
design  was  substituted  to  appease  the  American 
people.  (Figure  1) 

When  the  patient  was  22  years  old,  he  had  a 
toothache.  The  state  of  dental  science  at  the 
time  dictated  extraction,  which  procedure  was 
carried  out.  Over  the  years,  the  same  treatment 
was  employed  many  times,  so  that  by  his  mid- 
50s,  George  was  edentulous.  Now  dental  pros- 
thetic care  was  in  its  infancy,  but  artificial  den- 
tures were  known.  A number  of  badly-fitting 
dentures  were  constructed  for  him.  Obviously, 
acrylics  and  similar  materials  were  unknown,  and 
so  teeth  were  carved  from  natural  materials. 
One  denture  which  has  survived  to  the  present 
was  carved  from  the  ivory  of  hippopotamus.  An- 
other set  was  indeed  carved  from  wood. 

In  any  case,  I suppose  the  most  charitable 
thing  to  be  said  about  available  dentures  is  that 
they  were  atrocious.  They  usually  badly  dis- 
torted the  facial  features  of  the  wearer.  Many 


portraits  of  George  which  have  survived  to  the 
present  create  the  illusion  that  his  cheeks  and 
lips  were  stuffed  with  cotton.  But  it  is  not  an 
illusion  at  all.  In  an  effort  to  fill  out  the  sunken 
cheeks  of  the  illustrious  portrait  subject,  artists 
such  as  Gilbert  Stuart  had  to  pack  George’s  mouth 
full  of  cotton  for  the  sittings.  (Figure  2) 

Having  survived  the  perils  of  infectious  dis- 
eases, the  Revolutionary  War,  and  dental  care, 
George’s  fame  was  so  great  that  he  was  a natural 
for  President.  During  his  eight-year  term  of 
office  and  for  the  next  several  years  following, 
his  health  was  not  remarkably  different  from  that 
of  most  of  his  peers.  But  now,  in  mid-December 
1799,  he  “made  rounds”  of  his  plantation  on  a 
blustering  28-degree  day,  a day  marked  by  snow, 
hail,  and  rain.  The  following  day  he  had  a severe 
sore  throat  which  progressed  to  hoarseness  and 
respiratory  distress.  From  our  modern  perspec- 
tive, the  initial  diagnostic  impression  would  likely 
be  acute  pharyngitis,  either  bacterial  or  viral, 
perhaps  also  with  involvement  of  the  epiglottis. 
We  would  probably  do  a throat  culture  and  might 


FIGURE  1 

Original  (left)  and ‘‘face  lift”  (right)  postage  stamps  featuring  Case  1. 
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FIGURE  2 


Portrait  of  George  Washington  by  Gilbert  Stuart. 
Cotton  was  stuffed  in  the  subject’s  mouth  to  im- 
prove his  visage.  (Library  of  Congress). 


then  empirically  start  antibiotic  coverage  for  this 
obviously  ill  man.  But  in  1799,  none  of  these 
things  were  known,  and  thus  not  done.  Rather, 
with  the  onset  of  symptoms  he  was  treated  with  a 
mixture  of  molasses,  vinegar,  and  butter.  He 
called  his  plantation  foreman  to  bleed  him  of  a 
pint  of  blood.  His  Mount  Vernon  physician,  Dr. 
Craik,  was  also  summoned,  and,  in  this  day  of 
primitive  medical  care,  made  a house  call.  Dr. 
Craik  applied  a blister-producing  powder  of  Can- 
tharides  beetles  to  the  neck,  bled  a second  pint 
of  blood,  and  administered  an  ammonia  Sal  Vola- 
tile gargle.  The  gargle  caused  severe  irritation 
of  the  already  inflamed  tissues,  and  thus  a sage 
tea  and  vinegar  gargle  was  substituted.  This  al- 
most drowned  him.  Flannels  soaked  in  a variety 


of  compounds  were  applied  to  the  neck,  and 
wheat  bran  poultices  enveloped  his  legs.  In  the 
absence  of  any  improvement  in  symptoms,  Dr. 
Craik  bled  him  a third  and  fourth  time.  He  was 
given  calomel  (mercurous  chloride)  as  an  intes- 
tinal purge  and  antimony  tartrate  as  an  emetic. 

The  patient  was  still  no  better.  Having  ex- 
hausted his  therapeutic  armamentarium,  Dr.  Craik 
pondered  his  next  move.  Obviously,  one  calls  in 
a consultant.  In  view  of  the  fame  of  his  patient, 
Dr.  Craik  decided  to  play  it  safe  and  call  in  two 
consultants.  The  younger  of  the  two.  Dr.  Elisha 
Cullen  Dick,  suggested  that  the  new  and  radical 
procedure  of  tracheostomy  be  performed  to  allow 
better  lung  ventilation.  However,  its  advisability 
in  this  case  was  debated,  and  at  last,  “sage  ex- 
perience” prevailed,  outvoting  Dr.  Dick  two  to 
one.  Instead,  another  blood  letting  procedure, 
the  fifth,  was  performed  as  a compromise.  After 
all,  a consultant  has  to  recommend  something! 

So  in  less  than  18  hours,  a total  of  82  ounces 
of  blood  had  been  removed.  This  represented 
nearly  half  of  the  patient’s  predicted  total  blood 
volume.  With  the  induced  vomiting  and  intestinal 
purges,  the  acute  volume  of  body  fluids  lost  was 
well  in  excess  of  half  of  the  patient’s  blood  vol- 
ume, and  none  was  replaced. 

The  patient  died  quietly.  His  last  words  were 
to  his  physicians,  “.  . . I pray  you,  take  no  more 
trouble  about  me.  Let  me  go  off  quietly.  I can- 
not last  long.”  Perhaps  if  he  had  uttered  his  last 
request  before  the  beginning  of  his  physicians’ 
healing  arts,  he  might  have  survived.  It  is  obvious 
that  acute  blood  loss,  volume  depletion,  and 
hemorrhagic  shock  were  the  major  contributing 
factors  to  his  death.  Quite  simply,  the  patient 
was  bled  to  death.  And  with  today’s  therapy, 

I believe  this  otherwise  sturdy  and  healthy  man 
would  have  recovered. 

The  final  diagnosis  of  his  physicians  was  “cy- 
nanche  trachealis,”  a thinly  veiled  designation 
for  a bad  sore  throat.  Other  physicians  of  the 
day  immediately  took  to  the  medical  press  to 
express  their  criticism  of  the  care  rendered.  They 
wrote  that  instead  of  bleeding  from  the  arms, 
he  should  have  been  bled  from  a vein  under  the 
tongue,  “.  . . to  have  attacked  the  disease  as  near 
its  seat  as  possible.”  Instead  of  calomel,  he 
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should  have  been  given  camphor.  Obviously, 
these  and  other  recommended  alternatives  to 
therapy  were  altogether  as  ludicrous  as  the  treat- 
ment rendered. 

Commenl 

The  wondrous  therapeutics  used  in  this  case 
were  all  standard  remedies  of  the  day.  The  pro- 
cedure which  contributed  most  directly  to  his 
death  was  bloodletting.  Indications  for  its  use  were 
quite  separately  derived  from  two  “pathophysio- 
logic mechanisms.” 

The  Humoral  Theory  of  Disease  was  described 
at  least  as  early  as  1000  B.C.  This  held  that  the 
“essence  of  life”  resided  in  a variety  of  humors. 
“Health”  or  “disease,”  then,  depended  on  the 
balance  amongst  these  humors.  About  500  B.C., 
the  Greek  physician-philosopher,  Pythagoras,  de- 
scribed four  humors — blood,  yellow  and  black 
biles,  and  phlegm.  The  body  intrinsically  had 
the  means  to  rid  itself  of  excesses  of  phlegm  and 
of  yellow  and  black  biles,  but  removal  of  excess 
of  blood  required  the  skill  of  a medical  practi- 
tioner of  some  sort. 

The  Solidism  Theory  of  Disease  was  another  an- 
cient Greek  concept  which  was  revived  in  the 
1600s.  This  held  that  all  illness  resulted  from  ex- 
cessive tension  in  blood  vessels,  and  the  goal  of  all 
therapy  should  be  to  relax  this  tension.  One 
had  a combination  of  bloodletting  and  intestinal 
purges  available  to  achieve  this  vascular  relaxa- 
tion. The  bastion  of  this  theory  became  the 
medical  school  at  Edinburgh,  Scotland,  and  its 
major  proponent  in  the  emerging  United  States 
was  a graduate  of  that  school,  Dr.  Benjamin 
Rush,  to  whom  we  shall  refer  again  later. 

In  any  event,  irrespective  of  which  group  you 
allied  yourself  with,  bloodletting  became  the 
“final  common  pathway”  of  appropriate  therapy. 
One  performed  venesection  with  a lancet,  a small, 
two-edged  pointed  knife,  by  cutting  directly  into 
a vein.  Between  12  and  24  ounces  of  blood 
(usually  a pint)  were  removed  with  a single  treat- 
ment. 

Venesection  was  practiced  with  whatever  vigor 
it  took  to  cure  the  patient  or  kill  him.  The 
“world’s  record”  surely  had  to  be  held  by  one 
Dr.  Rasori  who  proudly  wrote  of  his  heroic  but 
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futile  therapeutic  adventures.  His  victim  was  a 
poor  woman  who  died  at  age  31,  having  been 
bled  over  1300  times  during  the  last  four  years 
of  her  life. 

As  I mentioned  above,  one  of  America’s 
strongest  protagonists  of  bleeding  and  purging 
patients  was  Dr.  Benjamin  Rush.  Dr.  Rush  was 
a famous  American  patriot  and  one  of  the  five 
physician  signers  of  the  Declaration  of  Independ- 
ence. Rush  found  his  “Golden  Opportunity”  to 
test  the  Solidism  Theory  of  Disease  in  the  yellow 
fever  epidemics  in  Philadelphia  in  the  late  1700s, 
just  a few  years  before  our  first  case  report.  He 
vigorously  bled  all  of  his  patients  as  well  as  ad- 
ministering “industrial  doses”  of  purgatives,  and 
he  found  that  his  yellow  fever  mortality  rate  was 
lower  than  what  he  would  have  guessed  it  to  be 
without  such  therapy.  His  logic  and  experimental 
design  were  simply  irresistible,  and  he  proclaimed 
his  success  throughout  the  medical  world.  Because 
of  his  fame  as  a patriot,  Rush’s  dogma  in  medical 
matters  was  also  blindly  followed. 

There  were  not  many  dissenters  to  such  ther- 
apy, but  there  were  a few.  Unfortunately, 
George’s  physicians  were  not  counted  amongst 
them.  For  example,  our  third  President,  Thomas 
Jefferson,  refused  to  allow  such  therapy  to  be 
used  on  him  or  any  of  his  family  members.  In 
his  writings,  he  referred  to  standard  medical  care 
as,  “Our  country  is  overrun  (with  physicians) 
who,  with  their  mercury  (calomel)  and  lancet  in 
hand,  are  vying  with  the  sword  of  Napoleon  . . . 
(as  to)  which  should  shed  the  most  human 
blood.”  But  then,  Jefferson  had  little  use  for 
most  physicians  of  his  day.  He  once  remarked 
that  whenever  he  saw  three  physicians  standing 
together,  he  would  always  look  up  to  see  whether 
there  wasn’t  a buzzard  circling  overhead. 

The  lancet  was  not  the  sole  means  available 
to  rid  the  body  of  excess  blood.  One  alterna- 
tive often  used  was  the  leech.  These  attach  to 
the  skin  and  produce  a triangular  bite  through 
which  they  suck  blood  into  a vast  expanding 
stomach.  Once  the  stomach  is  filled,  they  dis- 
engage from  the  skin.  But  with  the  therapeutic 
use  of  leeches,  it  was  the  needs  of  the  patient  and 
not  the  satiety  of  the  leech  which  should  dictate 
how  long  the  beast  should  remain  attached.  So 
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the  unattached  end  was  usually  snipped  off  . The 
leech’s  “meal”  would  thus  be  constantly  leaking 
out,  and  leeches  could  remain  attached  for  many 
days. 

Even  today,  therapeutic  leeches  can  be  pur- 
chased. For  example,  they  are  regularly  avail- 
able for  $6  at  Sargent’s  Drug  Store  in  the  heart 
of  Chicago’s  Loop.  During  a recent  visit  there, 
I learned  that  about  a hundred  of  these  are  sold 
each  month. 

Cupping  was  a third  method  used  to  restore 
the  balance  of  humors  or  reduce  blood  vessel 
excitement.  A vacuum  was  created  in  a large 
glass  or  metal  globe  by  burning  some  rapidly 
combustible  substance  in  it.  The  cup  was  then 
immediately  slapped  on  the  skin  near  the  source 
of  the  trouble.  “Dry”  cupping  was  done  over 
intact  skin,  drawing  blood  subcutaneously  and 
creating  a “therapeutic  hickey.”  “Wet”  cupping 
meant  one  first  broke  the  skin  with  a scarificator, 
and  blood  then  collected  inside  the  cup  itself. 

Another  remedy  used  in  this  case  was  calomel 
(mercurous  chloride).  Its  name  was  derived 
from  the  Greek  “calos”  meaning  “good  or  beau- 
tiful” and  “melas”  meaning  “black,”  and  de- 
scribed the  good  black  stools  it  produced.  Al- 
though used  in  antiquity  for  syphilis  and  skin  dis- 
eases, it  wasn’t  until  the  17th  Century  that  its  ef- 
fects were  catalogued:  it  increased  salivation, 
purged  the  bowels,  and  caused  a diuresis.  It  was 
obviously  thus  a potent  stimulus  to  the  secretion 
of  all  sorts  of  noxious  toxins,  and  its  use  became 
enormous  in  the  18th  and  19th  centuries.  It  was 
thus  indiscriminately  prescribed  for  any  and  all 
illnesses — yellow  fever,  pneumonia,  diphtheria, 
gout,  cholera,  hydrocephalus,  to  name  just  a few. 
One  physician  reminisced  about  what  practice  was 
like  around  the  time  of  Case  1.  Dr.  Hempstead 
wrote,  “When  a physician  was  puzzled  about  the 
administration  of  any  medicine  in  a disease,  it 
was  deemed  perfectly  proper  for  him  to  prescribe 
a dose  of  calomel,  which  he  did  conscientiously, 
with  well  satisfied  assurance  that  if  he  did  not 
give  the  exact  medicine  adapted  to  the  case,  he 
could  not  be  far  wrong.”  (Cincinnati  Lancet  and 
Clinic  40:  34,  1878). 

The  natural  extension  of  this  therapy  soon 
evolved,  ie,  the  use  of  calomel  prophylactically. 
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Housewives  soon  began  to  mix  calomel  powder 
with  their  flour  for  baking  their  bread.  Pioneers 
into  the  Mississippi  Valley  regularly  sprinkled  it 
on  their  food  to  maintain  their  health.  There 
even  evolved  some  rather  lively  debates  in  both 
American  and  European  medicine  as  to  whether 
mercury  was  not  a normal  component  of  bone, 
since  bone  analyses  nearly  never  failed  to  demon- 
strate its  presence. 

The  cause  for  any  possible  concern  was,  of 
course,  the  toxicity  of  calomel.  It  simply  pro- 
duced all  of  the  symptoms  of  mercury  poisonirg. 
Within  a few  days  of  high-dose  therapy,  patients 
regularly  developed  diffuse  gastrointestinal  mu- 
cosal lesions.  It  produced  a stomatitis  and,  later, 
chronic  lesions,  often  penetrating  right  through 
the  cheeks.  Teeth  loosened  and  often  fell  out. 
Osteomyelitis  of  the  facial  bones  occurred.  In- 
credibly, the  early  signs  of  toxicity,  notably  sali- 
vation, were  taken  as  signs  of  the  desirable  thera- 
peutic effect!  Indeed,  the  dose  was  normally  in- 
creased until  salivation  was  profuse.  The  hideous 
later  toxic  manifestations  were  usually  ascribed  to 
the  basic  disease  for  which  calomel  was  being 
used,  rather  than  being  due  to  drug  toxicity. 

Recognition  of  the  terrible  effects  of  this  drug 
and  resistance  to  its  use  followed  an  enormously 
slow  course.  Initially,  criticism  of  it  was  entirely 
outside  the  medical  profession.  Thomas  Jeffer- 
son’s opinions  have  already  been  cited.  Another 
non-medical  antagonist  was  William  Cobbett,  a 
British  radical  living  in  the  fledgling  United  States. 
Writing  under  the  pseudonym  “Peter  Porcupine” 
in  the  late  1700s,  Cobbett  published  several  issues 
of  a periodical  called  The  Rush-Light.  (Figure  3) 
He  lambasted  Benjamin  Rush’s  foundations  of 
therapy,  notably  the  use  of  both  calomel  and 
bloodletting.  He  essentially  accused  Rush  of 
murdering  his  patients  and  perpetuating  mayhem 
in  the  American  practice  of  medicine.  I believe 
that  much  of  the  dispute  was  on  a personal  basis, 
and  imagine  that  Cobbett  may  well  have  attacked 
Rush  just  as  strongly  for  using  penicillin  for  pneu- 
mococcal pneumonia.  The  protest,  however,  was 
surely  registered. 

It  wasn’t  until  the  period  of  1840-60  that  calo- 
mel began  to  be  vigorously  criticized  by  physi- 
cians. One  detractor  of  note  was  Dr.  Oliver 
Wendell  Holmes  who,  in  a now  famous  oration, 
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Published  by  William  Cobbett,  No.  141,  Water-Street, 
v/r.cre  ali  Communications  to  the  Editor  are  requested 
to  be  addressed,  post  paid. 


FIGURE  3 

“The  Rush  Light,"  a publication  by  William  Cobbett 
(“Peter  Porcupine"),  and  apparently  dedicated 
to  the  systematic  destruction  of  Dr.  Benjamin  Rush. 
(National  Library  of  Medicine). 

stated,  “I  firmly  believe  that  if  the  whole  material 
medica,  as  now  used,  could  be  sunk  to  the  bottom 
of  the  sea,  it  would  be  all  the  better  for  man- 
kind . . . and  all  the  worse  for  the  fish.” 

Space  does  not  permit  a further  discussion  of 
additional  fascinating  facets  of  Case  1,  but  these 
serve  to  illustrate  the  medical  care  endured  by 
the  American  populace,  and  stimulated  a poetic 
comment  from  Joseph  Jekyll  about  1800: 

The  parson  shows  the  way  to  Heaven, 

And  then  with  tender  care 
The  doctor  consumates  the  work, 

And  sends  the  patient  there. 


I would  like  to  use  two  additional  case  reports 
which  occurred,  respectively,  about  80  and  100 
years  later.  They  nicely  document  some  major 
changes  in  developing  surgical  care. 

Case  2. 

It  is  now  July  2,  1881.  The  patient  is  Mr. 
J.G.,  a 49-year-old  man  who  has  just  entered  the 
Baltimore  and  Potomac  train  station  in  Washing- 
ton, D.C.,  to  catch  a train  to  New  York  City. 
Quickly  moving  up  behind  him  is  an  itinerant 
soapbox  evangelist,  Charles  Guiteau,  who  later 
stated  that  he  had  been  “.  . . commanded  by  God 
to  remove  the  President.”  Guiteau  produces  a 
44-caliber  English  Bulldog  revolver  and  shoots 
Garfield  in  the  right  flank. 

The  patient  was  immediately  carried  to  the 
second  floor  of  the  train  station  where  he  was 
promptly  seen  by  Dr.  D.  W.  Bliss,  a prominent 
Washington  surgeon.  Bliss  took  two  unsterile 
probes  from  his  pocket  and  began  to  probe  the 
flank  wound.  (It  should  be  noted  that  the  idea 
of  antisepsis  was  just  beginning  to  be  developed 
by  Lister  in  Great  Britain,  and  as  yet  had  no 
“champions”  in  America.  Sterile  instruments 
were  thus  unknown,  and  only  the  most  overly 
fastidious  of  surgeons  even  washed  his  hands 
before  probing  wounds  or  operating  on  patients. 
After  all,  the  logical  time  to  wash  hands  would 
seem  to  be  after  rummaging  about  in  a wound, 
not  before.) 

The  patient’s  pulse  rate  was  158,  and  his  skin 
was  cold  and  clammy,  classic  findings  of  shock. 
He  was  treated  with  morphine  and  atropine  and 
was  transported  to  the  White  House;  hospitals 
had  often  not  yet  achieved  respectability  as  places 
to  go  if  one  hoped  for  survival. 

Numerous  consultants  were  called  in,  all  of 
whom  probed  the  wound  with  their  fingers  and 
unsterile  probes  to  try  to  locate  the  bullet.  It 
seemed  that  anyone  walking  by  stuck  a finger  into 
the  Presidential  flank. 

It  was  generally  agreed  that  the  wound  was 
lethal,  and  that  Garfield  would  not  survive  the 
night.  By  the  next  morning,  however,  his  pulse 
rate  had  fallen  to  120,  and  his  body  temperature 
had  risen  to  normal.  His  physician  and  consult- 
ants concluded  that  the  bullet  had  entered  the 
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right  flank,  had  hit  the  vertebral  column,  and  had 
then  been  deflected  to  some  unknown  resting  site. 
They  deduced  that  no  great  harm  had  been  done, 
and  that  the  patient  should  be  allowed  to  recover 
on  his  own. 

One  of  the  physicians  who  attended  Garfield 
over  what  would  prove  to  be  a prolonged  course 
was  Dr.  William  Brittingham  of  New  Haven,  In- 
diana. Brittingham  shared  this  early  optimism  in 
a letter  written  to  his  wife  on  July  7th.  He  stated 
that  Garfield  “.  . . will  get  well,”  and  ascribed 
much  of  his  optimism  to  homeopathic  remedies 
being  used.  (Figure  4). 

Over  the  ensuing  weeks,  however,  Garfield 
developed  the  ‘‘malignant  dwindles.”  Numerous 
local  and  metastatic  abscesses  formed,  and  the 
bullet  was  the  obvious  source  of  infection.  All 
manner  of  means  were  tried  to  find  it.  Alexander 
Graham  Bell  devised  an  electrical  induction  sys- 
tem which  he  carried  to  the  White  House  to  at- 
tempt to  locate  the  bullet.  It  failed.  Weapons 
similar  to  the  assassination  weapon  were  used  to 
fire  bullets  into  cadavers,  and  the  bodies  were  then 
dissected  to  locate  the  bullet,  but  the  results  were 
erratic.  The  public  was  outraged  that  no  answers 
were  forthcoming.  Sentiments  could  best  be  sum- 
marized as,  “Don’t  just  stand  there,  do  some- 
thing!” 

Over  the  weeks,  Garfield  tired  of  the  Washing- 
ton, D.C.  summer  climate,  and  at  his  insistent  re- 
quest he  was  transferred  to  a resort  on  the  New 
Jersey  seashore.  After  a few  days  there,  he  again 
developed  chills  and  fever.  On  September  18, 
1881,  11  weeks  after  having  been  shot,  Garfield 
was  suddenly  awakened  by  an  excruciating  left 
lumbar  pain  and  within  a few  minutes  had  died. 

An  autopsy  was  performed  which  disclosed 
that  the  bullet  had  entered  the  right  flank,  frac- 
turing the  eleventh  rib,  passed  through  the  body 
of  the  first  lumbar  vertebra,  and  lodged  behind 
the  pancreas.  There  were  many  abscesses  along 
the  bullet  track.  The  final  event  was  rupture  of 
a false  aneurysm  of  the  splenic  artery  and  exsan- 
gui  nation. 

Comment 

As  noted  above,  homeopathic  remedies  were 
felt  by  some  to  be  responsible  for  a highly  favor- 
able initial  prognosis  in  Case  2.  Homeopathy  was 


o&Coi*-  /La  AV  /JLu  CkS  Hv^QleCittfl 

J,. 

nut*  r,,_ : -,rr. ■ /j/’. v/  < 


^ d\xt/L  .A’,  uxU/*/ 

W ft  ***  /Jr  ^ ( V J ^ 


FIGURE  4 

September  6,  1881  letter  of  Dr.  William  Britting- 
ham expressing  optimism  as  to  President  Garfield’s 
prognosis  and  proclaiming  homeopathy  as  a major 
reason  for  Garfield's  expected  recovery. 


initially  conceived  about  1800  in  Germany  by 
Dr.  Samuel  Hahnemann.  He  was  extremely  criti- 
cal of  what  was  then  regarded  as  high  quality 
medical  care,  as  well  exemplified  by  the  medical 
care  provided  to  George  Washington. 

Hahnemann  thus  began  to  explore  alternates 
to  “regular”  medical  care.  He  wished  to  better 
understand  the  effects  of  drugs,  and  thus  began 
his  own  series  of  experiments.  He  took  a course 
of  cinchona  bark  therapy,  a popular  anti-malarial 
drug,  and  described  the  following  results: 

My  feet  and  finger  tips  first  grew  cold. 

I became  exhausted  and  sleepy;  then  my 
heart  began  to  palpitate,  my  pulse  be- 
came hard  and  rapid;  I had  intolerable 
anxiety,  trembling  (but  no  rigor),  pros- 
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tration  in  all  my  limbs,  then  throbbing 
in  the  head;  flushing  of  the  cheeks,  thirst 
and  in  short  all  the  ordinary  symptoms 
of  intermittent  fever  (malaria)  appeared 
one  after  another,  but  without  actual 
febrile  rigor  . . . This  paroxysm  lasted 
two  to  three  hours  each  time  and  re- 
turned when  I repeated  the  dose;  other- 
wise not.  On  leaving  the  drug,  I was 
soon  well. 

Hahnemann  came  to  the  conclusion  that  this 
drug  had  given  him,  a healthy  person,  all  the 
symptoms  of  malaria,  indeed,  malaria  itself.  Since 
it  was  known  that  cinchona  cured  malaria  in  a 
sick  person,  and  as  he  could  now  see  that  it  caused 
malaria  in  a healthy  person,  Hahnemann  reasoned 
that  what  causes  illness  in  a healthy  person  will 
cure  the  same  illness  in  a sick  person.  He  called 
this  the  law  of  Similia  Similibus  Curantur  (or 
“like  is  cured  by  like”)-  It  was  apparent  then 
that  a large  number  of  drugs  should  be  tested 
on  healthy  persons,  and  the  subjects  should  care- 
fully record  their  symptoms.  Then,  to  treat  a 
sick  person,  the  medicine  should  be  chosen  which, 
when  tested  in  a healthy  person,  induced  symp- 
toms that  resembled  most  closely  the  symptoms 
of  the  sick  person. 

Unfortunately,  large  therapeutic  doses  of  drugs 
often  produced  undesirable  side  effects  which 
sometimes  disguised  the  true  essence  of  that 
drug’s  effects..  Hahnemann  reasoned  that  these 
undesirable  properties  might  be  eliminated  if  very 
small  doses  of  drugs  were  used,  but  the  therapeu- 
tic drug  properties  might  still  somehow  be  main- 
tained. He  thus  developed  the  principle  of  “Dy- 
namization” — shaking  a solution  of  a drug  to 
increase  its  medical  powers.  By  this  process, 
extraordinarily  dilute  solutions  of  drugs  could  be 
“exalted  in  energy”  by  careful  preparation  and 
shaking.  One  drop  of  medication  was  diluted 
with  99  drops  of  alcohol  and  shaken  in  the  pre- 
scribed manner.  One  drop  of  this  solution  was 
then  shaken  with  an  additional  99  drops  of  alco- 
hol, and  the  entire  procedure  was  repeated  a total 
of  30  times.  Thus,  treatment  for  the  patient  con- 
sisted of  a single  drop  of  1:1060  dilution  of  the 
original  drop  of  medication.  But  with  the  pre- 
scribed shaking  routine,  a drop  of  the  final  dilu- 
tion would  have  the  therapeutic  potency  of  the 


original  medication;  only  the  undesirable  side  ef- 
fects had  been  lost. 

Incredible  though  it  may  seem,  over  the  next 
years,  homeopathy  developed  a strong  following, 
both  among  the  nobility  in  Europe  as  well  as  being 
adopted  by  the  upper  classes  in  America.  Oliver 
Wendell  Holmes  once  again  had  something  to  say 
about  this.  In  1861,  he  stated  that  he  really 
didn’t  have  that  much  of  a quarrel  with  home- 
opathy, not  that  he  believed  its  principles,  but 
rather  that,  “Homeopathy  has  taught  us  a lesson 
on  the  healing  faculty  of  Nature;  (and  this  les- 
son) was  needed.” 

Case  3. 

Mr.  W.  McK.  is  a 58-year-old  politician  who, 
in  September  1901,  is  making  an  official  visit  to 
the  Pan-American  Exposition  in  Buffalo,  New 
York.  On  September  6,  while  holding  a public 
reception  in  the  Exposition’s  Temple  of  Music, 
he  meets  in  the  reception  line  a man  whose  right 
hand  is  wrapped  in  a bulky  white  handkerchief. 
The  man  is  Leon  Czolgosz,  a schizophrenic  an- 
archist. Wrapped  with  his  hand  in  the  handker- 
chief is  a 32-caliber  revolver  with  which  he  shoots 
the  President  in  the  epigastrium,  just  to  the  left 
of  the  midline. 

The  patient  was  immediately  taken  to  the  First 
Aid  Station  on  the  Exposition  grounds  where  a 
quick  examination  showed  the  bullet  to  have  pene- 
trated the  abdominal  wall.  The  patient  was, 
however,  alert,  and  his  pulse  and  respirations  were 
normal  and  stable.  He  was  quickly  seen  by  sev- 
eral consultants,  and  within  70  minutes  of  the 
gunshot  wound,  abdominal  exploratory  surgery 
was  begun.  The  patient’s  abdomen  was  shaved, 
scrubbed  with  green  soap,  and  then  washed  with 
ether  and  mercury  bichloride.  The  surgical  team 
scrubbed,  donned  sterile  gowns,  and  ether  anes- 
thesia was  induced. 

The  procedure  was  performed  at  the  First  Aid 
Station.  There  were  few  surgical  instruments 
available;  no  abdominal  retractors  could  be  found. 
The  procedure  was  begun  in  daylight,  but  as  the 
sun  began  to  set,  the  available  light  was  even 
further  diminished.  Gas  lights  available  at  the 
First  Aid  Station  could  not  be  used,  of  course, 
because  of  the  use  of  ether  as  an  anesthetic  agent. 
One  physician  present  was  assigned  the  job  of 
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reflecting  the  rays  of  the  setting  sun  into  the 
wound  with  a hand  mirror.  The  attending  sur- 
geon later  described  the  procedure  as  . . oper- 
ating at  the  darkened  end  of  a big  hole.” 

The  chief  surgeon  identified  a hole  in  the  front 
and  back  portions  of  the  stomach,  but  technically 
could  not  trace  the  bullet  any  further.  He  as- 
sumed that  it  had  passed  into  the  muscles  of  the 
back  without  doing  any  further  damage.  The 
stomach  wounds  were  sutured,  the  peritoneal 
cavity  was  rinsed  with  hot  saline,  and  the  abdomen 
was  closed  without  abdominal  drains. 

Postoperatively,  the  patient  had  a persistent 
fever,  never  falling  below  100°F.  His  pulse  rate 
remained  between  120-140,  and  he  had  a persis- 
tent tachypnea. 

Over  the  next  several  days,  he  was  seen  in 
consultation  by  several  famous  surgeons.  He  re- 
mained very  weak,  and  was  treated  with  digitalis, 
adrenalin,  and  oxygen.  He  had  no  clinical  im- 
provement, and  eventually  became  drowsy,  rest- 
less and  comatose.  He  died  on  the  eighth  post- 
operative day. 

An  autopsy  was  performed,  which  revealed  that 
after  having  passed  through  the  stomach,  the 
bullet  had  also  lacerated  the  pancreas.  Death 
was  due  to  acute  pancreatitis  compounded  by 
dehydration.  The  bullet  itself  was  never  found 
since  the  patient’s  wife  halted  the  autopsy  before 
it  was  completed. 

Comment 

The  events  of  Case  2 20  years  prior  clearly 
affected  the  sequence  of  events  in  the  case  of 
McKinley.  The  management  of  Garfield’s  case 
had  stimulated  such  wide  discussion  amongst  phy- 
sicians for  so  many  years  that  the  events  were  still 
relatively  fresh  in  the  minds  of  McKinley’s  phy- 
sicians. Virtually  all  who  saw  him  initially  agreed 
that  an  immediate  operation  was  necessary.  One 
of  the  surgeons  stated,  “We  will  not  lose  another 
President  because  of  inadequate  surgery.”  De- 
spite a patient  who  was  clinically  stable,  despite 
surroundings  that  were  ill  equipped  for  major 
surgery,  and  despite  the  presence  of  excellent 
hospital  facilities  in  Buffalo,  the  procedure  was 
performed  at  a First  Aid  Station.  The  chief  sur- 
geon was  Dr.  Matthew  Mann,  a gynecologist! 


Unquestionably,  the  most  highly  qualified  local 
surgeon  to  have  performed  the  operation  was  Dr. 
Roswell  Park,  but  at  the  time  of  the  shooting,  he 
was  performing  another  operation  at  Niagara 
Falls.  Park  was  a surgeon  of  international  fame 
who  had  been  shocked  at  the  management  of  Gar- 
field’s case  20  years  prior,  and  had  subsequently 
studied,  lectured,  and  written  widely  on  gunshot 
wounds.  His  major  points  were  that  it  was  man- 
datory to  do  surgery  extensive  enough  to  do 
debridement  of  the  entire  bullet  track,  and  it  was 
vital  to  provide  adequate  abdominal  drainage 
at  the  end  of  the  procedure.  On  this  occasion, 
however,  he  arrived  back  in  Buffalo  too  late  to 
alter  the  subsequent  events. 

Amongst  the  consultants  who  saw  the  President 
was  Dr.  Charles  McBurney  from  New  York  City. 
He  arrived,  examined  McKinley,  and  released  a 
statement  to  the  press  lauding  the  operation  as 
“The  Epoch  of  the  Century  in  Surgery.”  (It  should 
be  noted  that  the  year  was  1901,  the  “century” 
was  really  not  very  old.)  McBurney  left  a few 
days  later  expressing  that  “.  . . the  door  has  been 
locked  against  the  Grim  Monster  of  Death.” 

It  is  also  obvious  that  over  just  20  years, 
surgery  had  made  many  remarkable  advances. 
The  principles  of  aseptic  surgery  were  employed 
for  the  abdominal  exploration.  The  cause  of 
death  was  acute  pancreatitis  rather  than  the 
ubiquitous  postoperative  infection  and  sepsis  of 
the  19th  Century.  Postoperative  care,  however, 
still  left  much  to  be  desired  as  contrasted  with 
today’s  standards.  In  addition  to  the  technical 
problems  encountered  which  were  unique  to  this 
case,  there  were  the  general  problems  of  postoper- 
ative hydration  and  nutrition.  Fluid  replacement 
and  caloric  intake  were  “assured”  primarily  via 
the  rectal  route,  virtually  unchanged  from  the 
case  of  Garfield.  (Figure  5) 

Discussion 

From  these  several  examples,  I think  it  is  ap- 
parent that  the  medical  care  of  the  President  of 
the  United  States  has  often  served  as  a rich  re- 
source for  insight  into  the  history  of  medicine. 
It  has  also,  of  course,  had  a profound  effect  on 
world  history,  a subject  I could  not  even  begin  to 
cover  in  this  paper. 
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FEEDING  PER  RECTUM. 

As  Illustrated  in  the  Case  of  the  Late  President 
Garfield  and  Others. 

By  D.  W.  BLISS,  M.D., 

WASHINGTON.  D.  C. 

I prefer  this  expression  to  those  commonly  in  use 
(as  “ rectal  alimentation,”  etc.),  not  only  because  it 
is  more  terse,  but  also  because  it  more  exactly  de- 
scribes what  occurs,  as  will  be  seen  farther  on. 

It  has  long  been  mv  desire  to  lay  before  the  pro- 
fession, not  only  the  results  of  mv  own  experience, 
but  also  the  published  accounts  of  others.  The  lat- 
ter first  caused  me  to  explore,  and  afterward  test  for 
myself  this  artificial  method  of  sustaining  life.  Ex- 
traordinary demands  upon  my  time  and  strength 
have  hitherto  prevented  any  such  attempt.  The 
gravity  and  importance  of  the  subject  can  scarcely 
be  overestimated,  while  the  history  of  its  employ- 
ment in  both  medicine  and  surgery  is  more  interest- 
ing than  any  romance. 

It  will  surprise  many  of  the  profession  to  learn 
that  there  is  strong  reason  for  the  belief  that,  not 
only  the  history  of  enemata  (pur.  et  simp.),  but  that 
of  nutrient  enemata  as  well,  goes  back  to  the  ancient 
Egyptians,  many  hundred  vears  before  Christ  (see 
Herodotus  Euterpe,  Cary’s  Transl.,  Am.  Ed.,  p.  125, 
N.  Y.,  1855),  from  which  it  appears  that  they  had  a 
custom  of  using  emetics  and  clvsters  three  days  in 
e ach  month  to  preserve  health  (“  Med.  and  Surg.  Hist, 
of  the  War,  part  ii.,  p.  825).  The  Greek  physicians 
also  made  great  use  of  clysters  in  the  treatment  of 
fluxes,  particularly  the  “coeliac  flux,”  preferring 
this  method  to  medication  by  the  mouth.  They 
used  wine,  whey,  milk,  ptisan,  broth  of  spelt,  anil 


FIGURE  5 

Featured  paper  extolling  the  virtues  of  Garfield’s 
nutritive  enemas  (Med.  Rec.  22:  64-69,  1882). 
It  was  written  by  his  attending  physician. 


The  job  of  providing  medical  care  for  the  Presi- 
dent of  the  United  States  also  produces  incredible 
pressures  on  his  physician.  This  was  well  stated 
by  one  such  physician,  “To  treat  a wound  is  one 
thing,  but  to  treat  the  Presidential  wound  is  quite 
another.” 

The  public  has  developed  an  insatiable  appetite 
for  further  information  once  a Presidential  illness 
has  been  disclosed.  For  example,  when  the  plans 
were  announced  for  President  Lyndon  Johnson’s 
cholecystectomy,  the  public  was  immediately 
briefed  on  the  pre-operative  assessment  of  the  pa- 
tient, “The  President’s  blood  pressure  is  118-126/ 
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70-80  . . .”  This  information  was  hungrily  de- 
voured by  millions  of  persons  who  hadn’t  the 
foggiest  notion  of  what  their  own  blood  pressure 
was. 

The  professional  qualifications  of  Johnson’s 
attending  physician  and  surgeons  were  bantered 
about  in  the  press  almost  as  if  in  preparation  for 
a Super  Bowl  Game  to  be  held  in  the  President’s 
bowels.  Newsweek’s  account  of  the  operation 
was  vivid:  “With  the  single  order,  ‘Scalpel,’  Dr. 
George  Hallenbeck  began  the  President’s  opera- 
tion. He  made  a right  subcostal  diagonal  inci- 
sion ...  to  expose  the  gallbladder.  Then  the 
surgeon  probed  for  the  cystic  duct,  the  passage 
leading  from  the  gallbladder  into  the  larger  com- 
mon bile  duct  connecting  the  liver  to  the  intestine 
(See  Diagram).  Two  clamps  were  then  placed 
side-by-side  on  the  cystic  duct  as  a preliminary 
to  snipping  the  tube  and  . . .”  on  and  on.  One 
could  almost  feel  the  whole  procedure. 

This  entire  festival  of  visceral  voyeurism  has 
been  termed  by  William  Iverson  “gut-smut,”  the 
pornography  of  sickness,  deformity,  and  disease. 
The  hunger  for  detail  continues,  however.  Mr. 
Carter’s  recent  experiences  with  hemorrhoids  and 
with  fatigue  necessitating  his  dropping  out  of  a 
six  mile  race  both  resulted  in  extensive  coverage. 
There  is  no  question  in  my  mind  that  similar 
incidents  will  continue  to  be  reported  in  such 
extravagant  detail. 

Finally,  although  the  tone  of  the  case  reports 
and  comments  of  this  paper  have  often  been 
frankly  critical,  there  is  little  cause  for  compla- 
cency. We  clearly  cannot  hold  up  the  current 
practice  of  medicine  as  the  paragons  of  quality 
for  the  ages.  Historians  100  or  1000  years  from 
now  will  undoubtedly  have  just  cause  to  be  even 
more  critical  of  medicine  in  the  1980s.  I do  feel, 
however,  that  my  initial  premise  has  been  vali- 
dated— a review  of  Presidential  medical  care  often 
serves  well  as  a “window”  to  the  history  of  medi- 
cine. 
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Probably  the  best  available  indication  of  drug 
use  in  skilled  nursing  facilities  (SNFs)  is  provided 
in  a report  from  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Office  of  Long-Term 
Care,  that  surveyed  288  nursing  homes  involving 
28,914  residents.  The  average  number  of  pre- 
scriptions was  6.1  per  resident,  with  168  residents 
receiving  as  many  as  23  prescriptions.1  A serious 
potential  for  drug-related  problems  would  appear 
to  exist,  and  the  SNF  resident  deserves  the  bene- 
fits which  can  be  provided  through  pharmacist 
drug-therapy  monitoring. 

Since  1974,  HEW  has  required  that  pharmacists 
provide  monthly  drug-therapy  reviews  for  each 
resident  in  a skilled  nursing  facility  receiving 
Medicare-Medicaid  benefits.2  One  paragraph  of 
the  Medicare-Medicaid  SNF  regulations  specific- 
ally addresses  the  responsibility  of  the  pharma- 
cist to  devote  “sufficient  time”  to  providing  phar- 
maceutical services,  including  these  monthly  drug- 
therapy  reviews.  The  objectives  of  the  drug-ther- 
apy review  are  not  expressly  stated  in  the  regula- 
tions, thus  allowing  for  individual  interpretation 
of  the  purpose,  and  consequently,  the  manner  in 
which  the  monthly  review  is  conducted. 

One  reviewer  of  these  regulations  has  suggested 
that  a monthly  review  by  pharmacists  would  re- 
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duce  drug-related  problems,  such  as  the  number 
of  drug  interactions,  drug  duplications,  and  medi- 
cation errors.3  Drug-therapy  review  for  the  pur- 
pose of  identifying  and  correcting  these  drug- 
related  problems  is  indeed  a worthwhile  contri- 
bution to  patient  care.  However,  in  addition  to 
correcting  drug-related  problems,  the  pharmacist 
should  also  provide,  through  the  review  process, 
an  evaluation  of  drug  therapy  with  respect  to  the 
patient’s  disease  management.  Disease  manage- 
ment is  an  area  which  is  being  increasingly 
stressed  in  pharmacy  education  and  in  which 
pharmacists  are  becoming  more  involved.  The 
ability  of  pharmacists  to  make  significant  con- 
tributions in  the  area  of  disease  management  in 
SNF  patients  has  not  been  evaluated. 

Given  the  previously  cited  controversy  evolv- 
ing from  the  drug-use  review  provision  of  the 
conditions  of  participation,2  it  was  our  desire  to 
explore  the  perceived  clinical  significance  of  phar- 
macist monitoring  which  involved  more  than  a 
routine  review  of  medication  profiles  or  drug  ad- 
ministration records.  If  HEW  is  to  be  sympathetic 
to  the  spirit  of  the  conditions  of  participation,  tan- 
gible evidence  of  perceived  clinical  significance 
should  be  demonstrated. 

The  objectives  of  this  study  were  to: 

1.  evaluate  the  ability  of  the  pharmacist  to 
identify  a problem,  recommend  a solution, 
and  have  this  recommendation  accepted 
(implemented  or  followed)  by  the  SNF  phy- 
sician; 

2.  determine  the  relative  numbers  of  recom- 
mendations that  concern  the  drug  product 
alone  (such  as  penicillin  G scheduled  to  be 
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given  with  meals),  administrative  considera- 
tion (such  as  charting  errors,  etc.),  or  dis- 
ease management  considerations  (such  as 
identifying  a patient  with  hypertension  out 
of  control); 

3.  determine  the  impressions  of  a physician  re- 
view panel  regarding  the  clinical  significance 
of  the  pharmacists’  recommendations. 

Methodology 

The  study  was  conducted  over  a six-month 
period.  Medicare-Medicaid  patients  and  a ran- 
dom selection  of  private-paying  patients  from 
two  metropolitan  SNFs — one  with  84  beds  and 
the  other  with  100  beds — were  included  in  the 
study  population.  Approximately  30  local  phy- 
sicians minister  to  their  patients  at  each  facility. 
The  pharmacy  services  are  provided  to  each  home 
by  an  independent  community  pharmacist,  utiliz- 
ing a traditional  drug  distribution  system  in  which 
a four-week  supply  of  medication  is  dispensed. 
This  community  pharmacist  was  responsible  for 
contracting  the  services  of  the  two  pharmacist 
reviewers  (ie,  consultant  pharmaceutical  services). 
The  two  pharmacists  involved  in  the  review  pro- 
cess had  similar  backgrounds,  training,  and  ex- 
perience as  clinical  practitioners.  Prior  to  be- 
ginning a monthly  drug-therapy  review,  a letter 
introducing  the  pharmacists,  reviewing  their  back- 
grounds, and  explaining  their  roles  and  the  pur- 
pose of  the  monthly  review  was  sent  to  all  attend- 
ing physicians  by  the  SNF  administrator. 

Each  home  was  visited  once  monthly.  The 
review  process  consisted  of  systematic  chart  re- 
views to  ascertain  each  resident’s  problems,  cur- 
rent medications,  vital  statistics,  laboratory  data, 
and  progress  since  the  last  visit.  In  addition, 
direct  communication  with  the  resident,  physical 
assessment,  and  discussion  with  nursing  staff  were 
employed  by  the  reviewers  when  needed.  Fol- 
lowing the  identification  of  a problem,  the  phar- 
macist wrote  a recommendation  which  was  then 
communicated  to  the  physician  via  a Pharmacist- 
Physician  Communication  Form  attached  to  the 
resident’s  chart.  Nursing  suggestions  were  han- 
dled in  the  same  manner,  except  they  were  com- 
municated verbally.  All  recommendations  were 
assigned  to  one  of  three  previously  described  gen- 
eral categories:  drug  product,  disease  management, 
or  administrative  (see  Table  l).4 
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Table  1.  Description  of  Recommendation  Categories 

A.  Drug  Product: 

1.  Drug  interactions 

e.g.,  tetracycline  administered  with  an  antacid. 

2.  Drug  administration 

e.g.,  penicillin  G scheduled  to  be  given  with  meals. 

3.  Adverse  reactions 

e.g.,  Percodan®  therapy  in  patients  with  thrombocytopenia. 

4.  Pharmaceutical  considerations 
e.g.,  im  -vs.-  po  phenytoin. 

B.  Disease  Management: 

1.  Unwarranted  medication 

e.g.,  inadequate  warfarin  therapy  6 years  post-MI,  or  2 
multivitamins. 

2.  Inadequate  or  less  than  optimal  therapy 

e.g.,  methenamine-mandelate  therapy  in  patient  with  urine 
pH  of  9. 

3.  Appropriate  monitoring 

e.g.,  CBC  in  patient  with  persistent  hematuria. 

4.  Unidentified  problems 

e.g.,  “hypercalcemia”  in  hypoalbuminemic  patient  with  nor- 
mal serum  calcium. 

C.  Administrative: 

1.  Missed  communication 

e.g.,  known  penicillin  allergy;  not  indicated  on  chart. 

2.  Charting  error 

e.g.,  NSS  charted  instead  of  Renacidin®  catheter  irrigation. 

3.  Transcription  error 

e.g.,  chlorpromazine  “prn”  order  transcribed  as  scheduled  ad- 
ministration. 


Serious  consideration  was  given  to  methods  by 
which  the  pharmacists’  recommendations  could 
be  reviewed,  evaluated,  and  rated  with  respect  to 
“clinical  significance”  by  physicians.  Given  the 
relative  incompleteness  of  SNF  charts  in  the  insti- 
tutions employed  in  this  study,  we  felt  that  review- 
ers could  actually  be  at  a disadvantage  if  chart 
material  was  used.  Indeed,  much  of  the  useful 
information  in  each  case  was  obtained  by  the 
pharmacists  from  nursing  staff  or  from  the  pa- 
tients themselves,  and  this  information  was  not 
available  in  the  chart.  In  an  attempt  to  provide 
the  reviewers  with  as  much  information  about 
each  case  and  each  recommendation  as  possible, 
brief  descriptions  of  each  of  the  cases  and  related 
recommendations  were  written  at  the  end  of  the 
data  collection  period. 
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It  would  seem  reasonable  to  assume  that  medi- 
cal practitioners  themselves  constitute  the  ac- 
cepted “standard  of  practice”  with  respect  to 
prescribing  and  monitoring  drug  therapy.  Any 
evaluation  of  contributions  by  nonphysicians  in 
the  area  of  drug  therapy  should,  therefore,  be 
carried  out  by  practicing  physicians.  A conveni- 
ence sample  of  readily  available  practicing  physi- 
cians from  several  institutions  was  asked  to  evalu- 
ate the  packets  of  cases  and  associated  recom- 
mendations. Thus,  no  attempt  is  made  to  gen- 
eralize these  findings  to  the  overall  population  of 
practicing  physicians.  A cover  letter  with  direc- 
tions for  the  physician  was  included  with  each 
packet.  The  directions  instructed  the  physicians 
to  agree  or  disagree  with  the  recommendation  that 
was  made  in  each  case,  and  to  rate  the  clinical 
significance  of  each  using  a modified  Likert- 
attitude  scale.5  Since  we  were  interested  in 
measuring  only  physicians’  attitudes  toward,  or 
perception  of,  relative  “clinical  significance,”  no 
specific  definition  of  clinically  significant  was 
provided. 

Results 

Altogether,  79  patients  were  included  in  the 
study  with  an  average  monthly  study  population 
of  52.  Forty-eight  recommendations  were  made 


during  the  six-month  study  period,  and  these  rec- 
ommendations were  assigned  to  one  of  the  three 
categories.  The  results  of  this  classification  are 
given  in  Table  2.  The  majority  of  recommenda- 
tions (89.1%)  were  categorized  as  dealing  with 
disease  management.  Two  recommendations  were 
classified  as  administrative,  and  five  were  classi- 
fied as  drug-related.  The  two  recommendations 
classified  as  administrative  dealt  with  charting 
errors,  and  created  no  serious  problems  for  the 
patient.  These  errors  were  corrected  immediately 
by  the  nursing  staffs  and,  hence,  were  not  included 
in  further  statistical  evaluation. 

Of  the  remaining  46  recommendations,  33 
(71.7%)  were  accepted  by  the  physicians  in  the 
SNFs  (Table  2).  Thirteen  (28.3%)  of  the  46 
recommendations  were  not  accepted  or  were  ig- 
nored by  the  SNF  physicians. 

Descriptions  of  the  46  cases  and  their  corres- 
ponding recommendations  were  distributed  to 
university-affiliated  physicians  in  several  parts 
of  the  country  (Figure  1).  Twenty-eight  physi- 
cians, by  responding  to  the  packet  of  cases  and 
recommendations,  constituted  our  review  panel. 
Panel  members,  ranging  from  house  staff  and 
chief  medical  residents  to  members  of  senior 


Table  2.  Breakdown  of  Recommendation  Categories  with  Corresponding  SNF  Physician  Action  and  Mean  Perceived 

Clinical  Significance. 


Perceived  Clinical 
Significance  of  SNF 
RECOMMENDATIONS  Physician-Accepted 

Recommendations 


SNF  Physician  Physician  Review 

RECOMMENDATION  CATEGORIES  Panel 


Number 

Accept 

Not  Accept 

(N=28) 

drug  interaction 

0 

x-  Rating 

SD 

drug  administration 

0 

Drug  Related 

adverse  reaction 

5 

4 

1 

5.88 

0.72 

pharmaceutical  consideration 

0 

5 

unwarranted  medication 

13 

6 

7 

5.30 

0.85 

inadequate  or  less  than 

Disease  Management 

optimal  treatment 

12 

9 

3 

5.63 

0.59 

appropriate  monitoring 

8 

6 

2 

6.07 

0.51 

unidentified  problem 

8 

8 

0 

6.21 

0.39 

41 

missed  communication 

0 

Administrative 

charting  error 

2 

transcription  error 

0 

2 
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CASE  1 1 

An  8l-year-old  white  female  is  being  treated  for  an  acute 
urinary  tract  infection.  Urine  culture  shows  two  strains  of 
Proteus  (greater  then  100  000  organisms  per  ml)  sensitive 
to  ampicillin  and  resistant  to  sulfas  The  patient  is  cur- 
rently receiving  Gantrisin®,  and  is  still  symptomatic. 

SUGGESTION 

Discontinue  Gantrisin®  and  give  the  patient  a 10-  to  14- 
day  course  of  therapy  with  ampicillin. 

I AGREE  WITH  SUGGESTION 

I DISACREE  WITH  SUGGESTION 

I 1 1 1 1 1 1 

CLINICALLY  NEUTRAL  CLINICALLY 

SIGNIFICANT  INSIGNIFICANT 

Figure  1 Example  of  case  materials  distributed  to  reviewing  physicians.  Fortv-six  cases 
reviewed  by  28  physicians 


medical  staffs,  were  located  at  the  Hospital  of  the 
University  of  Pennsylvania,  Ohio  State  University 
Hospitals,  Thomas  Jefferson  University  Hospital, 
Washington  Center  Hospital,  and  others. 

The  mean  perceived  clinical  significance  rating 
assigned  by  the  review-panel  physicians  to  the 
33  SNF  physician-accepted  recommendations  was 
5.95,  on  a scale  where  the  maximum  significance 
was  7.0.  Because  they  were  accepted  by  the 
SNF  physician  and  because  they  received  a per- 
ceived clinical  significance  rating  of  5.95,  these 
33  recommendations  were  felt  to  represent  clini- 
cally significant  pharmacist  input. 

As  mentioned  previously,  we  were  interested 
in  the  ability  of  pharmacists  to  have  input  into 
SNF-patient  disease  management.  Of  41  recom- 
mendations in  the  disease-management  category, 
29  were  accepted  and  1 2 were  not  accepted  by  the 
SNF  physicians.  The  review-panel  physicians 
rated  the  clinical  significance  value  among  this 
subset  of  41  recommendations  at  5.97.  The  phy- 
sician/reviewers also  indicated  that  they  generally 
would  agree  with  the  12  recommendations  which 
had  previously  been  rejected  or  ignored  by  the 
physicians  in  the  SNF,  and  gave  these  recommen- 
dations a mean  perceived  clinical  significance 
rating  of  5.58.  This  would  again  seem  to  indi- 
cate that  the  suggestions,  although  not  accepted 
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by  the  SNF  physicians,  were  perceived  by  the 
review  panel  to  be  clinically  significant. 

There  are  numerous  possible  explanations  for 
the  non-acceptance  of  recommendations  by  an 
SNF  physician.  The  physician  may,  for  some 
reason,  have  been  unable  to  visit  the  home  during 
the  period  of  time  the  communication  was  in  the 
patient’s  chart;  he  may  have  overlooked  the  com- 
munication: he  may  have  misunderstood  its  pur- 
pose; or  he  may  have  disagreed  with  the  recom- 
mendation. It  is  possible  that  the  SNF  physician 
did  read  the  pharmacist’s  communication,  but 
chose  not  to  implement  it  because  he  perceived 
the  clinical  significance  of  the  recommendation 
to  be  low.  It  seems  reasonable  that  a recommen- 
dation with  relatively  low  clinical  significance 
would  be  more  easily  ignored  than  a recommenda- 
tion with  a high  clinical  significance. 

Most  of  these  explanations  for  a recommenda- 
tion’s non-acceptance  by  SNF  physicians  are  not 
testable.  However,  the  physician  review  panel 
provided  us  with  ratings  of  perceived  clinical  sig- 
nificance for  all  of  the  recommendations,  and  thus 
allowed  us  to  compare  the  mean  perceived  clini- 
cal significance  values  for  the  recommendations 
that  were  accepted  (x  = 5.95,  SD  = .507)  by 
the  SNF  physicians  with  those  that  were  not  ac- 
cepted (x  = 5.58,  SD  = .714). 

Correlation  analysis  supported  the  homogeneity 
of  variance  assumption,  and  the  t-test  was  selected 
as  the  statistical  tool.  Comparison  of  the  two 
values  demonstrated  that  the  mean  perceived  clini- 
cal significance  rating  of  the  SNF  physician-ac- 
cepted recommendations  was  significantly  higher 
(/  = 4.08  p<0.01)  than  the  mean  perceived 
clinical  significance  rating  of  the  SNF  physician- 
ignored  recommendations.  It  is  tempting  to 
explain  at  least  part  of  the  SNF-physician  non- 
acceptance  on  the  basis  of  a perceived  lower  clini- 
cal significance  for  the  nonaccepted  recommenda- 
tions. 

Discussion 

The  pharmacists  in  this  study,  as  in  previous 
studies,6-7  demonstrated  the  ability  to  contribute 
to  SNF-patient  care.  We  are  unaware  of  previous 
studies  which  attempt  to  specifically  answer  the 
question  of  whether  or  not  the  pharmacist’s  input 
was  perceived  to  be  clinically  significant.  The 
overall  pharmacist  input  in  this  study  received 
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high  ratings  for  perceived  clinical  significance  by 
reviewing  physicians. 

The  majority  of  the  input  occurred  in  what  was 
defined  as  the  disease-management  category. 
There  were  relatively  few  recommendations  deal- 
ing with  drug-related  problems,  and  there  are  at 
least  two  possible  explanations  for  this  finding. 
First,  there  is  a possibility  that  these  types  of 
problems  did  not  exist  in  this  particular  popula- 
tion, or  that  they  were  not  recognized  by  the 
pharmacist-reviewers.  A more  likely  explana- 
tion, however,  might  be  that  the  community  phar- 
macist was  able  to  identify  drug-related  problems 
through  his  use  of  medication  profiles,  and  then 
corrected  them  prior  to  the  monthly  review  pro- 
cess. This  would  suggest  that  the  use  of  patient 
medication  profiles  for  monitoring  drug-related 
problems  that  may  occur  in  SNF  patients  has 
value,  but  that  disease-management  problems 
might  go  undetected  without  systematic  monitor- 
ing involving  regular  chart  review  and  communi- 
cation with  nurses  and  residents. 

Medicare-Medicaid  regulations  do  not  specify 
how  the  monthly  drug-therapy  review  process 
should  be  carried  out.  It  is  conceivable  that  some 
individuals  may  interpret  these  regulations  as 
requiring  only  a monthly  review  of  the  patient’s 
medication  profile  in  the  community  pharmacy. 
It  is  important  to  recognize,  however,  that  the 
disease-management  problems  that  had  been  per- 
ceived to  be  clinically  significant  and  that  were 
identified  and  corrected  in  our  SNF  population, 


might  easily  have  been  overlooked  if  patient 
medication  profiles  alone  were  relied  upon. 

Adequate  monthly  drug-therapy  review  should 
include  day-to-day  monitoring  of  patient  medica- 
tion profiles,  as  well  as  SNF  visitations  where 
chart  reviews,  nurse  consultations,  and  patient 
consultations  can  be  accomplished.  The  vast  ma- 
jority of  physicians  supported  the  recommenda- 
tions made  by  consultant  pharmacists  in  this 
setting,  and  a review  panel  of  physicians  judged 
them  to  be  clinically  significant. 

Abstract 

In  an  attempt  to  determine  if  pharmacists  could 
make  significant  contributions  to  SNF  patient 
care  in  the  area  of  disease  management,  the  drug 
therapy  of  the  residents  of  two  SNFs  was  reviewed 
once  monthly  for  six  months  by  two  clinical  phar- 
macist consultants.  Pharmacist-identified  prob- 
lems and  recommendations  were  communicated 
in  writing  to  the  medical  staff  by  means  of  a com- 
munication form  attached  to  the  patient’s  chart. 
Nearly  72  percent  of  the  recommendations  made 
were  accepted  by  the  SNF  physicians. 

Descriptions  of  the  cases  and  corresponding 
recommendations  were  distributed  to  review- 
panel  physicians.  These  physicians  were  asked 
to  agree  or  disagree  with  the  pharmacists’  sug- 
gestions, and  to  rate  the  clinical  significance  of 
each  recommendation  using  a modified  Likert 
scale.  The  clinical  pharmacist-consultants  were 
perceived  to  have  had  a significant  input  into 
disease  management  in  SNF  patients. 
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CALL  ME  DOCTOR? 

At  a meeting  of  an  organization  called  the  Joint 
Practice  Commission  which  I attended  a few  years 
ago  under  the  aegis  of  the  Medical  Society  of 
Delaware,  I was  surprised  to  note  that  most  of  the 
“doctors”  on  the  program  were  not  physicians. 
They  were  “doctor”  nurses  (whose  degrees  were 
D.Ed.  or  else  the  Ph.D.).  Many  of  them  were 
directors  of  nursing  at  their  respective  hospitals, 
at  least  half  of  them  were  men. 

A recent  article  in  the  Pennsylvania  Gazette, 
a publication  mailed  to  anyone  who  ever  attended 
any  one  of  the  schools  of  the  University  of  Penn- 
sylvania, discussed  the  university’s  new  birthing 
room  where  “Dr.  Joyce  Thompson,  assistant  pro- 
fessor of  nursing”  teaches  midwifery  to  nurses. 
She  soon  plans  to  open  an  office  for  “well  women 
care”  where  she  and  her  colleagues  “will  give 
annual  pap  smears,  breast  examinations,  and  ad- 
vice in  family  planning”  to  clients  who  will  pre- 
sumably address  her  as  Dr.  Thompson. 

In  medical  care  institutions,  patients  now  may 
come  in  contact  with  many  types  of  nonphysician 
doctors  in  addition  to  nurses:  biochemists,  gene- 
ticists, pharmacists,  pharmacologists,  psycholo- 
gists. sociologists:  nhysician  “doctors”  may  one 
day  be  in  a minority.  It  seems  to  me,  however, 
that  in  a medical  environment,  patients  have  a 
right  to  expect  that  any  individual  who  is  called 
“doctor”  is  a physician,  D.O.  or  M.D.,  unless  he/ 
she  is  specifically  and  carefully  identified  as 
something  else. 

I presently  teach  medical  students  that  if  an 
individual  lists  himself  on  his/her  door,  stationery, 
or  in  the  phone  book  as  “Doctor”  or  “Dr.,”  he/ 
she  may  be  anything  from  an  acupuncturist  or 
dentist  to  a nutritionist  or  optometrist,  but  he/she 
is  not  apt  to  be  an  M.D. 

The  New  York  Times  recently  illustrated  its 
fascinating  excerpts  from  Ernest  Hemingway’s 
previously  unpublished  letters  with  a photograph 
of  the  envelope  from  a letter  he  wrote  to  his 
father,  a physician.  “Dr.  Ernest  Hemingway, 
M.D.,”  wrote  his  son.  This  particular  form  of 
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address  has  always  been  a kind  of  redundancy 
I considered  an  improper  form;  I’m  beginning  to 
change  my  mind. 

It  seems  to  me  the  time  has  come  for  physicians 
to  request  and,  in  fact,  insist  upon  specific  identi- 
fication in  clinical  circumstances  of  nonphysician 
doctors.  Embroidered  or  plastic  identification 
badges  should  be  explicit  as  to  the  type  of  aca- 
demic credentials  which  allow  the  person  sport- 
ing the  ID  badge  to  be  proclaimed  as  Dr.  So-and- 
so.  Our  patients  and  our  reputations  deserve  no 
less. 

In  these  pages  we  will  not  use  the  term  doctor 
except  to  refer  to  physicians;  other  types  of  doc- 
tors will  be  identified  by  their  appropriate  aca- 
demic letters. 

Bernadine  Z.  Paulshock,  M.D. 
* ss  «* 

NEW  EDITORIAL  BOARD  MEMBERS 

Drs.  Robert  Abel,  Jr.,  Carl  I.  Glassman,  John 
E.  Hocutt,  Jr.,  and  William  L.  Jaffee  have  agreed 
to  serve  on  the  Editorial  Board  of  the  Delaware 
Medical  Journal. 


WHEN  GENERAL  WASHINGTON 
HAD  A HEADACHE 

Immediately  upon  our  leaving  the  camp 
at  George’s  Creek,  on  the  14th  instant,  from 
whence  I wrote  you,  I was  seized  with  a 
violent  fever  and  pain  of  the  head,  which 
continued  without  intermission  until  the 
23rd,  when  I was  relieved,  by  the  General’s 
absolutely  ordering  the  physician  to  give  me 
Dr.  James’s  powders,  one  of  the  most  excel- 
lent medicines  in  the  world.  It  gave  me 
immedate  ease,  and  removed  my  fever  and 
other  complaints  in  four  days  time.  My 
illness  was  too  violent  to  suffer  me  to  ride, 
therefore  I was  indebted  to  a covered  wagon 
for  some  part  of  my  transportation;  but  even 
in  this,  I could  not  continue  far. 

George  Washington,  1795  as  quoted  in 
Simpson,  HN,  MD,  Invisible  armies:  the 
impact  of  disease  on  American  history.  New 
York:  Bobbs-Merrill  Co.,  Inc.  1980. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others.  Phy- 
sicians interested  in  contributing  book  reviews  are  invited  to  call  the  Journal, 
658-395 7. 


PHYSICIAN  OR  MAGICIAN?  The  Myths  and  Reali- 
ties of  Patient  Care,  by  B.  F.  Fuller,  M.D.,  and  Frank 
Fuller,  Hemisphere  Publishing  Corporation,  Wash- 
ington, D.C.,  1978.  167  pp.  Paperback.  Price 
$7.95. 

In  these  days  of  inflation  and  recession  even 
cliches  become  obsolete.  It  costs  more  and  more 
to  die.  But  physicians  are  committed  to  saving 
lives;  few  doctors  feel  comfortable  putting  a price 
tag  on  life.  According  to  Dr.  Fuller,  that  price 
tag  should  be  given  more  serious  consideration  as 
a determinant  in  patient  management.  Fuller  also 
discusses  the  need  to  reduce  patient  stress,  dis- 
comfort, and  morbidity  in  medical  crises  for  which 
there  is  more  than  one  accepted  treatment. 

Dr.  Fuller  offers  interesting  discussion  of  many 
problems  currently  facing  the  medical  profession 
and  society.  He  focuses  on  several  sensitive  ones: 
the  ethical  dilemmas,  the  temporal  issues  of  over- 
specialization of  physicians,  and  the  philosophical 
problems  of  technology  in  medical  practice.  He 
is  woefully  inadequate  in  proposing  solutions  to 
the  problems  he  addresses,  but  perhaps  they  have 
no  achievable  answers. 

Fuller  does  define  an  optimal  medical  approach, 
including  statistical  probabilities,  careful  inter- 
viewing skills,  cost  containment,  and  common 
sense  decision-making — nothing  particularly  new, 
but  the  emphasis  is  shifted  away  from  the  highly 
technical  toward  the  intuitive  approach. 

The  avoidance  of  extra  diagnostic  procedures 
or  treatments  which  run  up  costs  for  the  patient 
is  advocated.  The  key  word  is  “extra.”  Fuller 
feels  that  physicians  can  avoid  “extras”  by  care- 
fully analyzing  clinical  data,  weighing  cost-bene- 
fit risks,  and  decreasing  errors  of  commission 
in  therapeutic  regimens.  But  these  all  put  more 
pressure  on  the  physician  and  may  increase  the 
opportunity  for  error;  in  my  opinion,  Dr.  Fuller 
fails  to  address  this  problem  satisfactorily. 


The  medical  interview  is  discussed  in  some 
detail,  with  the  advantages  of  the  open  style 
interview  as  opposed  to  the  closed  style  stressed, 
and  examples  of  both  given.  Another  chapter, 
which  deals  with  the  use  of  statistical  probabilities 
in  medical  practice,  discusses  diagnostic  tests  of 
variable  sensitivity  and  specificity  and  their  in- 
fluence on  the  choice  of  therapy  and  defining 
limits  of  disease. 

This  book  is  easily  read  in  one  sitting,  and 
should  appeal  to  experienced  physicians  as  well 
as  those  just  starting  to  practice  or  still  in  train- 
ing. 

Allan  Jay  Cohen 

Mr.  Cohen  is  a third-year  medical  student  at  Jefferson  Medical 
College,  Philadelphia,  Pennsylvania. 


PRACTICAL  POINTS  IN  GASTROENTEROLOGY,  3rd 
Edition,  by  Eddy  D.  Palmer,  M.D.,  Medical  Exami- 
nation Publishing  Co.,  Inc.,  New  York,  1980.  279 
pp.  Illus.  Price  $14.50. 

The  general  goal  of  this  book  is  to  provide  a 
handy  pocket  reference  in  gastroenterology  for 
the  student  or  physician  who  is  not  a specialist  in 
the  field  but  who  needs  reliable  information  with- 
out resorting  to  voluminous  and  expensive  texts. 
The  book  by  no  means  replaces  these  texts.  How- 
ever, Dr.  Palmer  has  concentrated  here  a great 
deal  of  information  and  fact  liberally  seasoned 
with  humor,  anecdotes,  and  advice.  It  should 
satisfy  the  needs  of  those  busy  physicians  who 
do  not  need  knowledge  in  depth,  and  at  the  same 
time  it  may  act  as  a stimulus  to  seek  information 
elsewhere  in  more  detail.  It  is  unfortunate  that 
the  author  did  not  provide  a bibliography  for 
this  purpose. 
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In  a brief  introductory  chapter,  Dr.  Palmer 
puts  into  perspective  the  functional  and  organic 
aspects  of  the  patient’s  problems,  and  the  role 
of  the  physician  in  dealing  not  only  with  the 
problems  but  with  the  patient.  The  next  14 
chapters  are  arranged  with  chapter  headings  mark- 
ing anatomic  landmarks  in  a journey  through  the 
gastrointestinal  tract  from  mouth  to  anus.  A 
separate  chapter  is  devoted  to  the  liver,  and  an- 
other to  portal  hypertension.  There  is  also  an 
excellent  chapter  dealing  with  parasitology,  as 
well  as  a review  of  gastrointestinal  manifestations 
of  other  systemic  diseases.  In  the  preface,  Dr. 
Palmer  warns  that  this  volume  represents  his  own 
observations  and  experiences,  and  he  leaves  it 
up  to  the  reader  to  decide  whether  to  believe  it 
or  not.  Probably  some  of  it  should  not  be  be- 
lieved, such  as  in  chapter  four,  the  perpetuation 
of  the  myth  that  “classic  hiatus  hernia  symp- 
toms” exist,  rather  than  attributing  the  symptoms 
to  the  consequence  of  gastroesophageal  reflux. 
The  role  of  the  lower  esophageal  sphincter  pres- 
sure is  not  even  mentioned,  nor  are  therapy  with 
antacids  or  diagnostic  tests  such  as  scanning  and 
manometry.  Although  these  deficiencies  in  the 
hiatus  hernia  section  exist,  the  rest  of  the  chapter 
is  very  good.  Even  though  the  topics  are  treated 
briefly,  important  points  and  pitfalls  are  pointed 
out  and  common  misconceptions  dispelled.  The 
diagrams  throughout  the  book,  many  reprinted 
from  Clinical  Gastroenterology,  are  very  help- 
ful. The  roentgenogram  reproductions  are  very 
good,  as  are  those  of  slides  of  parasites. 

The  book  successfully  fulfills  its  goal.  It  is  an 
inexpensive,  small  (pocket)  book,  containing  a 
surprising  number  of  facts.  Practical  Points  in 
Gastroenterology  is  recommended  to  all  physi- 
cians. 

Susan  Keri  Jonas,  M.D. 

Dr.  Jonas  is  Chief  of  the  Gastroenterology  Department  of  the 
Veterans  Administration  Hospital.  Wilmington. 
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REHABILITATION  MANAGEMENT  OF  RHEUMATIC 
CONDITIONS,  edited  by  George  E.  Ehrlich,  Wil- 
liams and  Wilkins,  Baltimore,  1980.  322  pp. 
Illus.  Price  $34.95. 
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Few  things  in  medicine  are  as  universal  as  the 
physician’s  discomfort  with  the  rehabilitation  as- 
pects of  medical  practice.  This  is  unfortunate, 
given  the  sheer  numbers  of  our  patients  who  at 
one  time  or  another  require  some  form  of  physical 
or  occupational  therapy.  In  this  volume,  Dr. 
Ehrlich  (a  nationally  prominent  Philadelphia 
rheumatologist  and  strong  advocate  of  physical 
therapy  in  the  management  of  arthritic  condi- 
tions), has  provided  a review  of  the  rehabilitative 
aspects  of  rheumatic  conditions. 

Dr.  Erlich  stresses  that  at  the  heart  of  success- 
ful rehabilitation  is  close  cooperation  among 
many  persons  with  differing  expertise  and  phi- 
losophy: the  family  physician,  rheumatologist, 
orthopedic  surgeon,  physiatrist,  nurse,  physical 
therapist,  occupational  therapist,  psychiatrist,  so- 
cial worker,  vocational  counselor,  etc.  The  book 
includes  contributions  from  all  phases  of  the  re- 
habilitation team. 

Early  chapters  by  Drs.  Swezey  and  Downey 
review  the  evaluation  of  the  arthritic  patient  and 
the  importance  of  a comprehensive  approach. 
Included  are  concepts  that  are  adaptable  to  pri- 
vate offices.  There  is  an  extremely  brief  over- 
view of  drugs  used  in  the  treatment  of  arthritis 
which  would  be  of  little  value  to  most  physicians. 
Of  interest,  however,  is  a summary  of  postopera- 
tive complications  of  joint  surgery  utilizing  high 
quality  radiographs.  Physicians  should  also  be 
interested  in  a short  discussion  of  principles  of 
joint  protection  and  conservation  for  tips  to  use 
everyday.  A chapter  on  the  contribution  of  podi- 
atric  medicine  to  rehabilitation  was  less  informa- 
tive but  impressive  for  its  presence.  There  is  also 
a short  chapter  that  briefly  described  the  use  of 
splints,  primarily  for  the  hand  and  wrist. 

Three  chapters  are  devoted  to  the  outpatient 
and  inpatient  role  of  nursing.  Janice  Pigg’s  dis- 
cussion of  nursing  the  hospitalized  patient  with 
rheumatic  disease  is  noteworthy  for  its  wealth 
of  information  and  sound  advice.  A chapter  de- 
voted to  the  role  of  the  arthritis-oriented  nurse- 
practitioner  was  disappointing  in  its  superficial 
treatment  of  this  important  member  of  the  re- 
habilitation team. 

Another  major  area  of  the  book  deals  with  the 
integrative  role  of  social  service,  vocational  coun- 
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seling,  and  transportation  issues  in  long-term 
goal  planning  during  the  rehabilition  effort.  The 
chapter  dealing  with  personal  driving  and  mass 
transportation  is  well  written  and  most  welcome. 
The  book  concludes  with  a discussion  of  how  to 
organize  community  resources  to  promote  a re- 
habilitation program.  There  is  one  appendix  dis- 
cussing political  aspects  of  rehabilitation. 

Overall,  the  book  is  somewhat  variable  in  its 
presentation.  Those  chapters  dealing  with  the 
evaluation  of  arthritic  problems  from  the  rehabili- 


tative standpoint,  the  nursing  and  social  service 
aspects,  were  quite  good.  Other  chapters  were 
quite  uninformative.  Surprisingly,  there  is  very 
little  written  about  physical  and  occupational 
therapy  techniques  for  specific  problems  facing 
the  arthritic.  I found  this  to  be  a glaring  weak- 
ness. Still,  it  is  unusual  to  find  a book  that  ad- 
dresses these  issues,  and  I recommend  it  to  all 
physicians  and  allied  health  professionals  with  an 
interest  in  arthritis. 

James  H.  Newman,  M.D. 
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Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Pulmonary  The  Riverside  Hospital  Spring  Seminar,  PULMONARY  MEDICINE — UPDATE  1981. 
Medicine  will  be  held  May  2,  1981,  at  the  Hilton  Inn,  Naamans  Road,  in  Wilmington.  It  has 
Update  been  approved  for  six  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  AMA  and  six  credit  hours  by  the  AAFP.  For  further  information,  contact: 
Steven  L.  Edell,  D.O.,  Department  of  Radiology,  Riverside  Hospital,  700  Lea  Boule- 
vard, Wilmington.  Telephone:  (302)  764-6120. 


Conference  on 
High  Blood 
Pressure  Control 


A NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CONTROL  will  be 
held  May  3-5,  1981,  at  the  New  York  Hilton  in  New  York  City.  To  receive  informa- 
tion regarding  conference  registration,  please  contact:  Conference  Headquarters,  Na- 
tional Conference  on  High  Blood  Pressure  Control,  1501  Wilson  Boulevard,  Suite  600, 
Arlington,  Virginia  22209.  Telephone:  (703)  558-3700. 


New  Ideas  for 
Professional 
Corporations 


Management  Consulting  for  Professionals,  Inc.,  is  presenting  a one  and  one-half  day 
seminar  May  6-7,  1981,  entitled  “A  NEW  GENERATION  FOR  MEDICAL/DENTAL 
CORPORATIONS.”  This  advanced  seminar  deals  with  important  changes  and  new 
ideas  for  use  in  professional  corporations.  Topics  of  discussion  include  fringe  benefits, 
retirement  planning,  inter-doctor  arrangements,  group  practice  arrangements,  profes- 
sional corporations,  personal  finances,  and  estate  planning.  The  seminar  will  be 
presented  at  the  Philadelphia  Airport  Sheraton  Hotel.  For  further  information,  contact: 
Leif  C.  Beck  at  (215)  839-4368. 


Hospital  Medical 
Staff  Leadership 
Seminar 


The  AMA's  Department  of  Hospitals  and  Health  Facilities  will  be  sponsoring  a Hos- 
pital Medical  Staff  Leadership  Seminar  in  Washington,  D.C.,  on  May  8-9,  1981,  at  the 
Hyatt  Regency  Washington  Hotel.  The  seminar  will  explore  the  functions,  duties,  and 
responsibilities  of  the  medical  staff  in  its  relationship  to  the  hospital.  It  will  provide 
information  fundamental  to  working  and  leading  successfully  in  the  physician-hospital 
environment.  For  further  information,  write  the  Department  of  Hospitals  and  Health 
Facilities,  American  Medical  Association,  535  N.  Dearborn  Street,  Chicago,  Illinois 
60610,  or  call  (312)  751-6656. 


Handicapped  Child  The  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.  is  sponsoring 
of  Delaware,  Inc.  its  19th  Annual  Spring  Conference  on  “The  Emotionally  Handicapped  Adolescent,” 
May  9,  1981,  at  the  A.  I.  du  Pont  Institute,  Wilmington.  Topic  areas  include  Recogni- 
tion Of  and  Coping  For  the  Emotionally  Handicapped  Adolescent  from  the  perspec- 
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On  Earth  Peace 
Assembly 


The  David  Flett 
du  Pont  Memorial 
Lecture 


21st  International 
Conference  on 
Legal  Medicine 


American  Society 
for  Surgery  of 
the  Hand 


Gerontological 
Seminar  on 
Emotional  Needs 


Middle-Atlantic 
Health  Congress 


tive  role  of  the  family,  school  and  professional.  For  further  information,  contact: 
Rosanne  GrifT-Cabelli,  2705  Baynard  Boulevard,  Wilmington,  Delaware.  Telephone: 


(302)  654-6987. 


The  Doctors’  Group  of  the  On  Earth  Peace  Assembly  is  holding  an  open  meeting 
entitled,  “Preventing  the  Last  Epidemic,”  May  9,  1981.  Featured  speakers  include 
Jerome  D.  Frank,  Ph.D.,  M.D.,  Psychiatrist  and  Professor  of  Psychiatry,  Johns  Hopkins 
School  of  Medicine,  Baltimore,  Maryland,  and  Leona  Row  Eller,  former  volunteer. 
Friendship  Center,  Hiroshima,  Japan.  For  further  information,  contact:  Franklin  K. 
Cassel,  M.D.,  (301)  635-6464  or  write  the  Assembly,  Brethren  Service  Center,  New 
Windsor,  Maryland  21776. 


The  David  Flett  duPont  Memorial  Lecture  will  be  held  May  19,  1981,  6:00  p.m.  at  the 
Academy  of  Medicine.  This  year’s  speaker  is  C.  Richard  Conti,  M.D.,  Professor  of 
Medicine;  Chief,  Division  of  Cardiology,  University  of  Florida.  His  topic  will  be, 
“Overview  of  Coronary  Spasm:  Its  Role  in  Different  Forms  of  Coronary  Artery  Disease, 
and  Methods  of  Treatment.” 


The  American  College  of  Legal  Medicine  will  hold  its  21st  International  Conference  on 
Legal  Medicine  May  13-16,  1981,  at  the  Hotel  Del  Coronado,  Coronado,  California. 
The  theme  for  this  year’s  conference  is  entitled,  “What  Can  We  Look  For  in  the 
80s?”  For  further  information,  contact:  American  College  of  Legal  Medicine,  875 
N.  Michigan  Avenue,  Suite  3744,  Chicago,  Illinois  60611,  or  call  (312)  440-0080. 


The  American  Society  for  Surgery  of  the  Hand  will  hold  a course  entitled  THE 
THUMB-AFFLICTIONS  AND  RECONSTRUCTIONS,  May  14-16,  1981,  in  Roches- 
ter, New  York.  For  further  information,  contact:  Gail  Gorman,  (303)  755-4588. 


A seminar  entitled:  “Feelings  as  Facts:  Emotional  Needs”  will  be  held  May  13,  1981, 
in  the  Delaware  State  Hospital  Auditorium.  It  will  be  conducted  by  Aaron  Lipman, 
Ph.D.,  for  physicians,  health  care  professionals  and  social  service  personnel  working 
with  older  people  in  acute  and  long-term  care  settings.  Dr.  Lipman  is  a professor 
of  sociology  at  the  University  of  Miami,  Coral  Gables,  Florida,  and  a Fellow  of  the 
Gerontological  Society  of  America.  The  Jefferson  Medical  College  certifies  that  this 
offering  meets  the  criteria  for  two  credit  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  AM  A.  For  further  information,  contact:  Mrs.  Juanita  Belcher, 
Division  of  the  Aging,  1901  N.  du  Pont  Highway,  New  Castle,  Delaware  19720. 


The  Middle  Atlantic  Health  Congress  will  be  held  May  19-21,  1981,  at  Convention 
Hall,  Atlantic  City,  New  Jersey.  For  further  information,  contact:  Jack  Owen  at 
(609)  924-0049  or  write  the  Middle  Atlantic  Health  Congress,  760  Alexander  Road, 
CN1,  Princeton,  New  Jersey  08540. 
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HOW  CAN  DELAWARE  PHYSICIANS  AND  PATIENTS  HELP 
TO  DEVELOP  BETTER  TREATMENTS? 


At  a recent  meeting  in  Washington,  Dr.  Vincent 
De  Vita,  director  of  the  National  Cancer  Institute, 
pointed  out  that  today  medical  progress  is  made 
largely  via  clinical  research.  Yet  as  new  methods 
of  management  become  more  effective,  a decreas- 
ing number  of  patients  has  become  available  to 
research  centers  for  further  refinement  of  current 
techniques  and  for  development  of  newer  pro- 
cedures. 

A good  example  in  the  field  of  cancer  is  the 
MOPP  program  (nitrogen  mustard,  vincristine 
sulfate,  procarbazine  hydrochloride,  and  predni- 
sone), which  Dr.  De  Vita  himself  pioneered  in  the 
60s  and  which  continues  to  be  utilized.  MOPP 
has  demonstrated  itself  to  be  a much  improved 
method  for  treating  Hodgkin’s  disease,  but  that 
effectiveness  has  not  been  significantly  improved 
for  the  past  ten  years.  Despite  treatment  with 
the  MOPP  program,  more  than  45%  of  patients 
with  Hodgkin’s  disease  die  of  their  disease;  MOPP 
thus  offers  hope  over  previous  programs  but  is 
not  a cure  for  all. 

No  one  is  satisfied  with  a therapy  that  has  this 
great  a loss.  Efforts  to  improve  the  treatment  of 
Hodgkin’s  disease,  however,  are  limited  because 
most  well-trained  physicians  treat  their  patients 
with  MOPP  which  is  available  to  most  oncologists 
and  is  convenient  to  use. 

In  order  to  progress,  physicians  and  patients  at 
community  levels  are  going  to  have  to  participate 
in  clinical  trials  with  new  drugs  and  with  varying 
combinations  of  drugs.  The  results  in  these  pa- 
tients will  then  have  to  be  collated  by  central  data 
processing  so  that  patients  treated  according  to 
common  agreements  can  be  compared  to  control 
groups  given  other  accepted  modes  of  therapy. 
This  approach  is  already  being  followed  in  Dela- 
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ware,  more  than  in  most  parts  of  the  country, 
with  infectious  disease,  cancer  and,  to  some  de- 
gree, cardiovascular  illnesses.  In  a community 
such  as  Delaware  which  is  not  primarily  a medi- 
cal-academic center,  physicians  and  their  patients 
have  much  to  gain  by  cooperating  in  cooperative 
research  ventures  which  will  stimulate  the  best 
kind  of  care  and  will  offer  Delaware  patients  due 
benefit  of  new  drugs,  often  before  they  are  com- 
mercially available.  These  clinical  trials  are  sub- 
ject to  rigid  controls  and  must  be  approved  by 
Research  and  Human  Rights  Committees.  In- 
formed consent  is  obtained  from  each  participat- 
ing patient.  Individual  patients  are  not  in  any 
way  considered  “guinea  pigs.”  Their  records  are 
kept  confidential:  the  results  are  collated  with 
others,  throughout  the  country  who  have  received 
similar  modes  of  therapy. 

Our  experience  indicates  that  patients  who  are 
involved  in  such  a program  are  often  the  first  ones 
to  benefit  from  the  information  obtained.  They 
are  seen  often  and  their  close  monitoring  makes 
them  available  when  a superior  approach  of  one 
arm  of  the  program  is  recognized.  They  can  also 
benefit  from  early  recognition  of  toxicity  prob- 
lems which  might  otherwise  take  a long  time  to 
become  apparent. 

For  all  of  these  reasons,  I urge  Delaware  phy- 
sicians to  encourage  their  patients  to  be  willing 
participants  in  nationally  recognized  studies,  since 
the  patients,  after  all,  are  the  ultimate  benefici- 
aries. 

Robert  W.  Frelick,  M.D. 
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We  make  office 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 


To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 


18002929525 

We’re  ready  to  help. 


Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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FEVER  IN  CHILDREN 


Jeffrey  C.  Weiss,  M.D. 


Fever  in  children  is  difficult  to  define  because 
age,  sex,  activity,  meals,  environment,  and  time 
of  day  have  an  effect  on  body  temperature.  Tem- 
peratures of  young  children  are  generally  higher 
than  in  adults.  While  the  average  rectal  tempera- 
ture of  18-month-old  children  is  99.8°F  (37.7°C), 
more  than  half  of  the  children  of  this  age  have  nor- 
mal temperatures  higher  than  100°F  (37.8°C).1 
Beginning  at  age  two  years,  there  is  a gradual  de- 
crease in  normal  body  temperature  which  con- 
tinues until  age  13  in  girls  and  age  17  in  boys. 
As  a result,  the  average  temperature  of  adult 
males  is  0.7°F  lower  than  that  of  adult  females. 

Meals,  strenuous  exercise,  and  warm  environ- 
ments raise  body  temperature.  A one  to  two  de- 
gree F rise  may  occur  following  a meal;  a run- 
ner’s temperature  may  be  104°F  after  a mile-long 
race.  Warm  environments,  such  as  those  created 
by  parents  who  overdress  their  infants,  can  sig- 
nificantly elevate  body  temperature. 

When  assessing  a febrile  child,  the  physician 
must  consider  diurnal  variation  of  temperature. 
Body  temperature  peaks  at  about  6 p.m.  and  is 
the  lowest  around  4 a.m.  It  is  not  surprising  that 
the  early  evening  is  a common  time  for  worried 
parents  to  phone  their  child’s  doctor. 

Measurement  of  Temperature 

The  use  of  proper  and  accurate  methods  to 
measure  temperature  is  of  utmost  importance. 
Rectal  temperatures  should  be  taken  with  the 
thermometer  inserted  five  cm  in  children  and 
seven  cm  in  adolescents  and  adults.  Oral  tem- 

Dr.  Weiss  is  Director  of  Pediatric  Ambulatory  Services  at  the 
Children’s  Health  Center,  Jefferson  Medical  College,  Philadelphia. 


peratures,  which  should  never  be  measured  after 
the  patient  has  been  drinking  hot  or  cold  liquids, 
can  be  made  falsely  low  by  mouth  breathing. 
Recently  marketed  skin  thermometers  that  utilize 
heat-sensitive  crystals  that  change  color  are  not 
accurate  and  should  not  be  used.2 

Parents  often  try  to  judge  by  feeling  the  skin 
whether  or  not  their  child  has  a fever.  In  one 
study,  nurse  assistants  using  this  palpation  tech- 
nique were  unable  to  identify  42%  of  148  febrile 
patients.  However,  if  the  child  was  thought  to 
be  warm  to  the  touch,  fever  did  actually  exist 
98%  of  the  time.  Therefore,  when  parents  re- 
port that  the  child  “feels  warm,”  the  physician 
should  assume  that  the  child  truly  has  an  elevated 
body  temperature. 

Fever  and  Temperature  Regulation 

The  temperature  regulation  mechanism  of  the 
body  includes  three  basic  components:  tempera- 
ture sensors;  the  thermoregulatory  center  (thermo- 
stat) ; and  the  efferent  system,  which  includes  the 
vasomotor  center  and  sympathetic  nerve  fibers. 
The  temperature  sensors  located  in  the  skin,  hypo- 
thalamus, spinal  cord,  and  abdomen,  transmit  in- 
formation to  the  thermoregulatory  center  in  the 
anterior  hypothalamus.  Here  the  body  tempera- 
ture is  compared  to  the  “thermostat”  setting  and 
data  is  sent  to  the  efferent  systems  that  control 
the  actual  raising  or  lowering  of  the  body  tem- 
perature. 

Fever  occurs  when  various  agents  act  to  raise 
the  thermostat  setting.  If  the  thermoregulatory 
center  senses  a discrepancy  between  the  active 
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body  temperature  and  the  elevated  thermostat 
setting,  mechanisms  to  raise  body  temperature 
are  stimulated.  The  muscles  produce  heat  by 
shivering,  and  vasoconstriction  of  the  skin  and 
decreased  perspiration  result  in  diminished  heat 
loss.  Behaviors  such  as  raising  the  room  tempera- 
ture, drinking  hot  liquids,  and  cuddling  up  under 
warm  blankets  will  further  elevate  body  tempera- 
ture. These  fever-producing  mechanisms  will 
continue  to  function  until  the  body  temperature 
equals  that  of  the  thermostat  setting. 

Recent  reviews  have  clarified  the  mechanism 
by  which  the  thermostat  setting  becomes  elevated 
in  febrile  patients.4-5  When  toxic,  infectious  or 
immunologic  agents  (exogenous  pyrogens)  enter 
the  body,  they  are  phagocytized  by  cells  which 
then  produce  a small  protein  known  as  endo- 
genous pyrogen.  Initially,  only  neutrophils  were 
thought  to  produce  this  endogenous  pyrogen, 
but  it  is  now  known  that  peripheral  monocytes, 
eosinophils,  Kupffer  cells,  and  macrophages  also 
synthesize  this  substance.  Because  this  protein 
must  be  newly  synthesized  rather  than  simply  re- 
leased from  the  cells,  there  is  a latent  period  of 
several  hours  between  the  time  exogenous  pyro- 
gens enter  the  body  and  the  time  fever  actually 
develops.  When  endogenous  pyrogen  is  experi- 
mentally injected,  this  latent  period  is  eliminated 
because  the  synthesis  step  is  bypassed. 

There  is  also  evidence  that  endogenous  pyrogen 
acts  on  the  thermoregulatory  center  by  stimulat- 
ing production  of  prostaglandins  Ei  and  E2.  Pro- 
staglandins have  been  found  in  elevated  levels  in 
cerebrospinal  fluid  of  febrile  patients,  and  when 
prostaglandins  are  injected  into  afebrile  subjects, 
fever  develops  promptly.5 

Aspirin  and  acetaminophen  are  effective  anti- 
pyretics because  they  inhibit  prostaglandin  syn- 
thesis in  the  anterior  hypothalamus.  These  anti- 
pyretics act  centrally  in  the  thermoregulatory  cen- 
ter rather  than  having  effects  on  the  peripheral 
mechanisms  that  generate  body  heat.  Because 
prostaglandin  synthesis  is  not  occurring  in  afebrile 
subjects,  aspirin  and  acetaminophen  will  not  lower 
the  normal  body  temperature  of  healthy  individ- 
uals. 

Treatment  of  Fever 

There  are  arguments  that  can  be  made  both  for 


and  against  lowering  fever.  Those  who  feel  that 
fever  should  not  necessarily  be  treated  suggest  that 
elevated  body  temperature  actually  protects  the 
host.6-7  In  studies  in  which  bacteria  were  injected 
into  animals,  survival  was  better  if  fever  went 
untreated.6  Animals  whose  body  temperature 
was  lowered  by  environmental  cooling  or  by  anti- 
pyretics had  a higher  mortality  rate. 

Several  theories  have  been  suggested  to  explain 
why  fever  is  a protective  mechanism.  Host  de- 
fense responses  which  may  be  enhanced  by  fever 
include  leukocyte  mobility  and  bactericidal  ac- 
tivity.8 There  is  also  evidence  that  fever  is  asso- 
ciated with  a fall  in  serum  iron  levels.  Since  bac- 
teria require  iron,  the  lowered  levels  of  iron  in- 
hibit bacterial  growth.  In  fact,  febrile  animals 
that  are  given  iron  infusions  have  higher  mortality 
rates.9  Other  arguments  against  treating  fever 
relate  to  undesirable  medication  side  effects  and 
the  ability  of  some  antipyretics  to  mask  pain  and 
inflammation.  Additionally,  lowering  fever  elimi- 
nates a valuable  clinical  tool  for  monitoring  the 
course  of  an  illness. 

Despite  these  arguments  against  reducing  fever, 
parents  and  physicians  usually  treat  fevor  vigor- 
ously. Parents  view  fever  as  dangerous  because 
of  its  ability  to  induce  convulsions  and  cause  brain 
damage.10  Physicians  treat  fever  in  order  to  make 
the  child  more  comfortable  and  to  allay  parental 
anxiety. 

The  use  of  antipyretics  and  sponging  of  the 
skin  are  the  techniques  often  used  to  bring  down 
fever.  Comparison  studies  show  that  aspirin  and 
acetaminophen  are  equally  effective.11  As  men- 
tioned previously,  these  medications  act  centrally 
to  decrease  prostaglandin  production  in  the  ther- 
moregulatory center. 

The  technique  of  sponging  the  skin  with  com- 
binations of  ice,  alcohol,  and  water  causes  in- 
creased peripheral  heat  loss  and  lowered  body 
temperature.  Sponging  has  no  direct  effect  on 
the  thermoregulatory  center.  Because  the  ther- 
mostat setting  remains  elevated,  fever  generating 
mechanisms  will  be  stimulated  and  body  tempera- 
ture will  again  rise.  During  this  time  the  patient 
may  feel  quite  uncomfortable,  thus  defeating  the 
purpose  of  treating  in  the  first  place.12  Therefore, 
sponging  a child  to  reduce  fever  due  to  an  infec- 
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tion  and  an  elevated  thermostat  setting  is  illogical 
and  should  be  discouraged. 

Physicians  who  care  for  children  must  under- 
stand the  definition  of  fever  and  the  proper  meth- 
ods to  measure  temperature  elevation.  Recent  in- 
formation about  body  temperature  regulation  has 
helped  to  determine  which  modes  of  therapy  for 
fever  are  most  appropriate.  This  article  reviews 
some  of  this  newer  data  as  related  to  the  pediatric 
patient. 
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PROTECTING  AGAINST  PLAGUE,  1495 

To  protect  themselves  against  contagion  when  treating  plague  victims, 
physicians  would  hold  vinegar-soaked  sponges  to  their  mouths  as  de- 
picted in  this  sick  room  scene  from  Fasciculus  medicinae  (Venice,  1495) 
of  Johannes  de  Ketham.  This  book  also  contains  the  earliest  anatomical 
illustrations.  (Courtesy  of  the  Historical  Collections,  College  of  Physi- 
cians of  Philadelphia.) 
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GENERAL  WASHINGTON  AND  A 
BRITISH  DOCTOR’S  LIBRARY 

In  1775  when  General  Washington  appointed 
Sion  Martingale  captain  of  the  brig  Washington, 
he  also  stipulated  the  rules  for  the  division  of 
booty  by  the  crew  when  they  sold  off,  according 
to  their  privilege,  one  third  part  of  the  cargo  of 
any  vessel  which  they  captured.  The  captain 
was  to  get  six  shares;  the  first  lieutenant,  five;  the 
second  lieutenant  and  the  ship’s  surgeon,  four; 
privates  were  to  get  one  share  each. 

Three  years  later  when  the  British  brig  Syme- 
try  was  captured  in  the  Delaware  River  near 
Wilmington,  there  was  still  disagreement  about 
the  disposition  of  the  booty.  According  to  Wash- 
ington, the  regimental  surgeons  felt  “so  much 
hurt  by  the  discrimination  made  by  these  Regula- 
tions between  the  Officers  of  the  Division  that 
they  have  sent  in  their  Resignations.” 

Washington,  who  described  himself  as  the 
“common  Guardian  of  the  Rights  of  every  man 
in  this  Army,”  felt  himself  “constrained  to  in- 
terfere in  this  not  only  to  the  Gentlemen  in  the 
medical  line  . . .”  He  forbade  any  sale  of  the 
captured  materials  without  further  direction  from 
him,  and  requested  that  as  early  as  possible  he  be 
sent  “an  inventory  of  the  Baggage  and  Stores.” 

Ten  days  later  Washington  wrote  to  General 
Smallwood  on  behalf  of  Doctor  Boyes,  a British 
regimental  surgeon  whose  medical  library  had 
been  included  among  the  spoils  of  the  Symetry. 
According  to  Washington,  such  an  action  was 
inadmissible;  he  requested  General  Smallwood  to 
look  for  the  doctor’s  books,  which  were  “packed 
in  a neat  kind  of  portable  library.” 

“If  they  can  be  found,  I beg  that  they  be  sent 
up  to  me  that  I may  return  them  to  the  doctor. 
I have  no  other  view  in  doing  this,  than  shewing 


our  Enemies  that  we  do  not  war  against  the 
Sciences,”  wrote  Washington. 

Doctor  Boyes’  library  included  18  volumes  of 
Dr.  Cullen’s  lectures  on  “the  institutions  of  Medi- 
cine,” 39  or  40  volumes  also  by  Cullen  on  the 
“practice  of  Medicine,”  eight  volumes  of  Mon- 
roe’s anatomical  lectures,  and  nine  volumes  of 
chemistry  by  Dr.  Black. 

Whether  or  not  his  library  was  ever  returned 
to  Dr.  Boyes  is  not,  alas,  mentioned  by  Dr.  Gor- 
don in  his  book  Naval  and  Maritime  Medicine 
During  the  American  Revolution .1  Washington’s 
final  illness  has  recently  been  described  in  the 
Delaware  Medical  Journal .2 

Bernadine  Z.  Paulshock,  M.D. 
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PHYSICIANS’  RESPONSIBILITY  IN 
PREVENTING  OVERDOSES 

The  number  of  attempted  suicide  and  “social 
use”  overdose  patients  served  by  local  emergency 
departments  has  been  at  epidemic  levels  for  sev- 
eral years.  Generally,  the  drugs  which  are  ingested 
in  suicide  attempts  or  purportedly  accidental 
overdosages  have  been  prescribed  by  the  patient’s 
physician  (family  doctor,  internist  or  psychia- 
trist), or  else  have  been  precribed  for  a close 
relative  or  friend. 

Frequently  a bag  containing  many  vials  of  vari- 
ous sedatives  and  tranquilizers  accompanies  the 
patient.  I have  been  impressed  with  the  fact  that 
overdoses  seem  often  to  be  associated  with  the 
initial  prescribing  of  drugs  in  relatively  large 
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amounts.  Apparently,  all  too  often  the  drug 
prescribed  initially  did  not  seem  to  work  and 
after  a few  days  the  patient  was  switched  to  an- 
other drug,  again  prescribed  in  a relatively  large 
amount.  As  a result,  in  the  Emergency  Room 
we  often  see  containers  with  50-75  capsules  of 
tablets  which  have  readily  offered  the  patient  the 
possibility  for  drug  abuse  or  worse. 

It  seems  to  me  it  would  be  preferable  for 
initial  prescriptions  to  be  limited  to  one  week’s 
dosage  until  the  efficacy  of  the  medication  has 
been  determined.  Whether  or  not  it  is  legal  or 
possible  it  would  be  sensible  when  the  physician 
changes  a medication  after  just  a short  time  for 
the  patient  to  be  requested  to  surrender  the  re- 
mainder of  the  initial  prescription  for  destruction, 
instead  of  adding  more  supplies  to  a potentially 
lethal  storehouse. 

While  I have  no  illusions  that  by  changing  our 
prescribing  habits  we  could  stop  our  epidemic  of 
suicide  attempts  by  drug  ingestion,  it  is  possible 
we  might  significantly  reduce  it. 

Ben  Corballis,  M.D. 
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WHAT  ARE  MY  CHANCES?  WHAT  YOU  NEED  TO 
KNOW  ABOUT  THE  SURGICAL  AND  MEDICAL 
ODDS  OF  GETTING  WELL,  Ben  Eisenman,  M.D.,  The 

W.  B.  Saunders  Press,  Philadelphia,  1980.  402  pp. 
Illus.  Price  $14.95.  Clothbound. 

Nearly  every  page  in  this  volume  is  a flow 
chart  outlining  the  treatment  and  outcome  prob- 
abilities for  a specific  disease.  I found  it  an  in- 
teresting presentation,  which  might  be  useful  now 
and  then  in  clarifying  a clinical  situation  to  a 
patient.  Used  alone  by  a layperson,  however,  it 
might  terrify  and  mislead,  for  the  numbers  are 
frequently  grim  (perhaps  in  some  cases  more 
pessimistic  than  they  should  be,  as,  for  example, 
in  the  leukemias) . 

I have  mixed  feelings  about  the  book.  Its 
usefulness  to  me  would  be  limited.  It  definitely 
would  suit  the  public’s  obsession  with  illness, 
death,  and  all  that  transpires  and  misfires  in  be- 
tween. Nevertheless,  I feel  a grudging  admiration 
for  Dr.  Eiseman  for  a very  simple,  straightfor- 
ward, and  lucid  presentation  of  difficult  subject 
matter. 

Donald  C.  Cameron,  M.D. 
% % 

DEVELOPMENTS  IN  OCCUPATIONAL  MEDICINE, 
edited  by  Carl  Zenz,  M.D.,  Sc.D.,  Year  Book  Medi- 
cal Publishers,  Chicago,  1980.  477  pp.  Price 
$48.00. 

In  1975,  Dr.  Zenz  wrote  Occupational  Medi- 
cine: Principles  and  Practical  Applications  which, 
even  today,  is  perhaps  the  best  text  on  industrial 
medicine.  Developments  in  Occupational  Medi- 
cine is,  in  his  words,  a continuation  of  this  earlier 
book,  written  to  encompass  the  many  recent  occu- 
pational problems  encountered. 

The  book  begins  with  a very  detailed  discussion 
of  Epidemiology.  Indeed,  unless  you  intend  to 


do  epidemiologic  studies,  this  chapter  may  be 
too  technical.  However,  it  does  give  a good  ex- 
planation of  the  terms  and  mathematics  of  epi- 
demiology. 

The  book  then  discusses  reproductive  toxi- 
cology and  occupational  exposure.  This  is  per- 
haps the  most  relevant  chapter  in  the  book,  in 
that  it  deals  with  carcinogens,  mutagens,  and  tera- 
togens as  they  relate  to  both  men  and  women. 

It  next  covers  the  additional  problems  of  women 
in  the  workplace,  occupational  stress;  and  it  in- 
cludes a short,  but  very  interesting  chapter  on 
problems  resulting  from  rotational  shift  work. 

The  last  part  of  the  book  treats  the  chemical 
working  environment,  such  as  solvents,  pesticides, 
and  many  other  commonly  encountered  chemicals 
and  the  potential  hazards  they  may  present.  The 
book  concludes  with  a summary  of  NIOSH  recom- 
mendations for  Occupational  Health  Standards. 

Raymond  R.  Strocko,  M.D. 
% % 

BASIC  AND  CLINICAL  IMMUNOLOGY,  3rd  Edition, 
edited  by  H.  Fudenberg,  V.  P.  Stites,  J.  L.  Caldwell, 
and  J.  P.  Wells,  Lange  Medical  Publications,  Los 
Altos,  California,  1980.  782  pp.  Price  $17.50. 

In  recent  years  there  has  been  a rapidly  ex- 
panding mass  of  data  on  immunologic,  immuno- 
chemistry,  and  the  application  of  immunologic 
techniques  for  the  identification  and  treatment  of 
many  diseases.  This  is  a textbook  that  covers 
this  wide  field  especially  well. 

The  first  section  on  Basic  Immunology  covers 
rather  thoroughly  the  immune  system,  the  his- 
torical background  of  immunology,  immuno- 
genicity,  antigenic  specificity,  the  complement 
system  involved  in  human  responses,  cell  inter- 


Del  Med  Jrl,  May  1981 — Vol  53,  No  5 


247 


Book  Reviews 


action  and  immune  responses,  mediators,  and 
cellular  immunity. 

The  second  section  covers  immunobiology, 
phylogeny,  ontogeny,  reproductive  influences, 
genetic  regulation  of  human  responses,  autoim- 
munity, immune  mechanisms  of  tissue  change, 
secretory  immune  system,  immuno-suppression, 
immuno-potentiation,  and  the  aging  decline  of 
immune  responses. 

I found  this  book  very  informative,  particularly 
the  section  on  immunologic  laboratory  tests.  The 
information  on  clinical  immunology  was  also  very 
thorough,  particularly  in  immunodeficient  dis- 
eases, immunologic  diseases,  allergic  diseases, 
neurologic  diseases,  and  oral  and  dental  diseases. 

The  textbook  is  softbound  and  well  worth  its 
price  of  $17.50.  Physicians  in  the  field  of  internal 
medicine,  as  well  as  those  in  rheumatology,  der- 
matology and  especially  immunology,  will  find 
this  textbook  a valuable  addition  to  their  medical 
library. 

C.  R.  Donoho,  M.D. 

& US 

CARDIOVASCULAR  PHYSIOLOGY  FOR  ANESTHESI- 
OLOGISTS, by  Ronald  J.  Gordon,  Ph.D.,  Mark  B. 
Daicoff,  M.D.,  Charles  C.  Thomas,  Springfield, 
Illinois,  1979.  209  pp.  Illus.  Price  $27.75. 

This  book  is  a neat  and  concise  review  of  car- 
diovascular physiology,  with  primary  emphasis  on 
the  physiology  of  the  heart.  The  book  first  pre- 


sents a clear  introduction  to  the  measurement  of 
cardiac  output  by  several  techniques,  and  then 
moves  on  to  considerations  of  blood  flow.  Em- 
phasis is  placed  on  understanding  viscosity,  and 
then  the  science  of  rheology  is  applied  to  the 
clinical  setting. 

Chapter  three  looks  at  various  aspects  of  venous 
return,  which  then  logically  leads  into  the  follow- 
ing chapter  on  cardiac  function  curves.  The  in- 
terrelationship of  these  two  topics  and  the  effect 
of  anesthetic  agents  on  them  are  covered  next. 

The  following  two  chapters,  6 and  7,  look  at 
coronary  circulation,  first  from  a general  stand- 
point, and  then  with  regard  to  coronary  and  myo- 
cardial blood  flow.  These  topics  are  followed 
by  brief  chapters  on  reading  an  EKG  and  on 
anesthesia  for  congenital  heart  disease  surgery. 

All  of  these  chapters  are  followed  by  a number 
of  study  type  questions  and  then  a list  of  refer- 
ences. Numerous  graphs  and  charts  are  included 
to  illustrate  the  text. 

For  the  most  part,  the  book,  is  clearly  written, 
but  the  mathematical  derivations  of  many  of  the 
formulas  require  a lot  of  work  for  those  with  a 
limited  mathematical  background.  Perhaps  the 
most  obvious  weakness  of  the  book,  however,  lies 
in  the  last  two  chapters.  A ten-page  chapter  on 
EKG  reading  in  the  operating  room  must  of  neces- 
sity be  so  superficial  as  to  make  it  of  dubious 
value.  The  same  criticism  applies  to  the  last 
chapter  on  anesthesia  for  correction  of  congenital 
Continued  on  page  269 
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ADVANCES  IN  DENTAL  TECHNOLOGY  AND 
THEIR  IMPLICATION  FOR  DENTAL  EDUCATION 
AND  PRACTICE  IN  THE  FUTURE 


Paul  Goldhaber,  D.D.S. 


As  I begin  this  discussion  about  the  future  of 
dentistry,  I am  aware  of  H.  L.  Mencken’s  admoni- 
tion that  “the  prophesying  business  is  like  writing 
fugues.  It’s  fatal  to  everyone,  save  the  man  of 
absolute  genius.”  As  I have  no  illusions  about 
being  a genius,  I’m  certain  that  my  predictions 
will  soothe  few,  upset  some,  and  be  ignored  by 
most.  But  prophets  never  have  received  thanks 
for  their  pronouncements.  They  obtain  their 
satisfaction  challenging  current  and  cherished  dog- 
ma. 

At  the  outset,  I must  confess  some  of  my  own 
biases.  The  first  is  this:  it’s  the  duty  of  each 
health  profession  to  try  to  eliminate  the  need  for 
its  services.  Second,  there  are  some  aspects  of 
disease  prevention  and  health  care  delivery  that 
will  not  be  solved  by  the  private  sector  alone 
and  must  be  addressed  by  local,  state  and  federal 
governments.  Third,  the  ultimate  solution  to  the 
prevention  and  treatment  of  all  oral  disease  must 
come  from  laboratory  and  clinical  research. 
Fourth,  development  of  new  concepts  and  inven- 
tions must  involve  cooperation  between  univer- 
sities and  industry.  Fifth,  the  individual  and  the 
community  must  be  willing  to  examine  new  ideas 
objectively,  and  if  necessary,  change  personal 
and  community  habits  if  a new  idea  is  to  be  im- 
plemented. 

Now  of  these  five  biases,  the  last,  the  willing- 
ness to  change  personal  and  community  habits, 
may  be  the  most  important  with  regard  to  the 
future  of  dentistry,  and  possibly  to  medicine  too. 
To  put  it  another  way,  of  what  use  is  an  impor- 
tant invention  or  discovery  if  the  people  who  are 

Dr.  Goldhaber  is  Dean  of  the  Harvard  School  of  Dental  Medi- 
cine, Boston,  Massachusetts. 

This  paper  was  presented  by  Dr.  Goldhaber  at  the  50th  Anniver- 
sary Celebration  of  the  Academy  of  Medicine. 


supposed  to  benefit  from  the  innovation  refuse 
to  accept  it?  It  has  been  pointed  out  by  E.  M. 
Rogers  that  those  who  adopt  an  innovation  do  so 
at  different  speeds  and  may  be  divided  into  five 
categories.1 

The  first  category  includes  the  people  who  are 
eager  to  try  new  ideas;  they  are  called  innovators. 
The  second  category  are  the  early  adopters.  They 
are  the  people  who  are  successful  and  discreet  in 
the  use  of  new  ideas.  The  third  category  is  the 
early  majority,  people  who  follow  the  adage,  “Be 
not  the  last  to  lay  the  old  aside,  nor  yet  the  first 
by  which  the  new  is  tried.”  The  fourth  category, 
the  late  majority,  approach  innovations  with  cau- 
tion and  skepticism.  And  finally,  the  fifth  cate- 
gory is  the  laggards.  By  the  time  the  laggards 
adopt  an  innovation,  it  may  already  have  been 
superceded  by  another  more  recent  idea. 

For  the  purpose  of  this  presentation  I would 
like  to  limit  most  of  the  remaining  discussion  to 
two  areas:  the  prevention  of  dental  caries,  and  the 
prevention  of  periodontal  disease.  These  are  the 
two  major  diseases  with  which  the  dentist  con- 
tends. With  regard  to  the  prevention  of  dental 
caries,  it  is  fair  to  say  that  the  necessary  tech- 
nology is  already  available  to  prevent  most  if  not 
all  of  this  disease.  By  the  use  of  water  fluorida- 
tion, topical  fluorides,  and  pit  and  fissure  plastic 
sealants,  the  vast  majority  of  pit  and  fissure  and 
smooth  surface  caries  can  be  prevented.  For 
extra  insurance  in  the  future,  we  can  point  to 
current  attempts  to  develop  anti-microbial/anti- 
plaque agents,  attempts  to  alter  the  cariogenic 
properties  of  human  diets,  including  the  develop- 
ment of  dietary  sucrose  substitutes,  and  attempts 
to  develop  an  anti-caries  vaccine.2-3 
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It  is  clear  that  all  of  these  new  approaches 
won’t  be  ready  to  use  simultaneously.  Water 
fluoridation  has  been  around  for  35  years  and 
there  are  still  more  than  60  million  people  who 
could  benefit  from  the  addition  of  fluoride  in 
their  public  water  supplies  who  are  drinking  non- 
fluoridated  water.4  That  is  an  example  of  a 
situation  where  the  innovation  is  acceptable  to 
the  profession,  acceptable  to  the  federal  govern- 
ment, and  is  safe,  effective,  and  cost  efficient;  all 
of  the  public,  however,  has  not  been  totally  per- 
suaded. Often  a vocal  minority  has  been  able  to 
slow  down,  block,  or  reverse  the  adoption  of 
fluoridation  to  the  public  water  supplies.  Indeed, 
it  is  astonishing  that  the  city  of  Kingston,  New 
York,  which  was  used  as  the  non-fluoridated 
control  for  its  companion  ctiy,  Newburgh,  which 
was  fluoridated  in  1945  by  the  New  York  State 
Department  of  Health  in  one  of  the  first  major 
control  studies  on  artificial  water  fluoridation, 
has  still  not  fluoridated  its  water  supply.  This, 
despite  overwhelming  evidence  that  Newburgh 
has  benefitted  enormously  by  having  a signifi- 
cant decrease  in  size  of  and  number  of  carious 
lesions,  accompanied  by  a substantial  financial 
savings  due  to  smaller  dental  bills.5  It’s  likely 
that  the  financial  differential  between  the  dental 
bills  of  the  two  cities  will  continue  to  increase, 
for  as  the  population  born  at  the  start  of  the  study 
ages,  the  disparity  in  dental  health  will  also  in- 
crease. Teeth  lost  because  of  dental  caries  will 
need  replacement  and  these  more  complicated 
treatment  needs  will  be  more  expensive.  The  type 
of  behavior  displayed  by  the  residents  of  Kingston 
suggests  that  a sixth  category  be  added  to  Rogers’ 
list  of  five.  Immediately  after  laggards  are  those 
who  cry  “Hell  no!”  or  “Never!” 

Behavioral  scientists  must  intensify  their  study 
of  this  group  phenomenon.  Who  are  their  leaders? 
Where  do  their  opinions  come  from?  How  are 
community  decisions  made?  Can  they  be  influ- 
enced? Unfortunately,  even  though  the  number 
of  individuals  in  the  “Hell  no!”  category  may  be 
extremely  small,  they  have  been  effective  in  pre- 
venting a substantial  portion  of  our  population 
from  obtaining  the  benefits  of  water  fluoridation. 
Some  respected  and  frustrated  dental  scientists 
are  now  beginning  to  look  for  other  mechanisms 
for  delivering  fluoride  which  may  “still  preserve 
individual  choice.”  They  have  in  mind  the  use 


of  fluoridated  table  salt,  analogous  to  the  use 
of  iodinated  table  salt  in  the  goiter  belt,  or  the  use 
of  fluoride  tablets.  I support  the  use  of  these 
approaches  for  areas  of  the  country  where  central 
water  supplies  do  not  exist  and  therefore  cannot 
be  fluoridated.  I think  it  would  be  self-defeating 
to  give  up  on  water  fluoridation  for  the  more  than 
60  million  people  who  could  be  helped  by  it. 
Preserving  individual  choice  is  a stirring  motto  in 
a democracy,  but  the  thousands  of  rules  and  regu- 
lations laid  down  by  government  each  year  are 
clear  reminders  that  when  it  is  in  the  public  in- 
terest, individual  choice  does  not  and  should  not 
always  prevail.  Certainly  the  mandating  of  fluori- 
dation by  Congress  would  be  a public  policy  worth 
serious  consideration. 

One  of  the  items  in  the  display  case  at  the  His- 
torical Society  in  Wilmington  is  a book  published 
in  1883  by  John  K.  Tane,  M.D.  The  title  page 
reads:  “The  importance  of  general  vaccination 
and  the  groundlessness  of  the  prejudices  against 
it;  a paper  prepared  at  the  request  of  the  State 
Board  of  Health.”  I think  there  are  some  inter- 
esting parallels  between  that  vaccination  in  1883 
and  fluoridation  today.  As  pointed  out  in  the 
1975-76  annual  report  of  the  National  Caries 
Program,  the  application  of  plastic  sealants  re- 
quires trained  personnel  to  operate  in  the  mouth 
under  a set  of  rigorous  criteria.2  The  report 
predicts  that  due  to  personnel  costs  even  when 
dental  auxiliaries  are  used,  the  use  of  sealants 
will  probably  be  limited  to  the  minority  of  the 
population  which  obtains  routine  periodic  dental 
care. 

This  conclusion  seems  unduly  pessimistic  in 
view  of  the  report  by  Swedish  researchers  that 
biweekly  prophylaxis  in  youngsters  effectively 
prevented  dental  caries  and  did  not  cost  more 
over  the  experimental  period  than  the  dental 
restorations  that  would  have  had  to  be  placed  had 
the  preventive  measures  not  been  taken.6’7  Cer- 
tainly, even  a break-even  situation  in  youngsters 
should  be  considered  cost  effective  in  terms  of 
anticipated  dental  deterioration  as  the  individuals 
age.  As  suggested  by  the  National  Caries  Program, 
alternative  sealants  with  better  retention  qualities 
are  needed  and  will  likely  be  developed.2’3  The 
use  of  minimally  trained  auxiliaries  for  various 
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preventive  procedures  should  be  helpful  in  keep- 
ing costs  down. 

Assuming  that  the  new  preventive  methods  do 
indeed  materialize,  where  do  the  youngsters  ob- 
tain these  preventive  services?  In  private  offices? 
In  neighborhood  health  centers?  Or  directly  in 
the  schools?  In  all  likelihood,  the  answer  will  be 
all  three.  Using  the  public  schools  as  a locus 
for  preventive  and  screening  procedures,  both 
medical  and  dental,  has  great  appeal.  The  target 
population  would  be  readily  available,  loss  of 
time  from  classes  would  be  minimal,  and  routine 
monitoring  of  health  status  would  provide  for 
many  the  access  to  the  health  care  system  that 
does  not  currently  exist.  When  feasible,  the  pre- 
vention auxiliary  could  be  drawn  from  the  school 
neighborhood  in  order  to  establish  a close  tie 
between  the  community  and  the  program.  Credi- 
bility for  the  program  would  be  enhanced  if  the 
auxiliary  had  children  in  the  school,  if  they  were 
well  known  to  other  parents  in  the  neighborhood, 
and  if  they  participated  in  parent-teacher  organi- 
zation meetings.  Obviously,  such  a system  for 
the  nation  would  mean  a huge  increase  in  per- 
sonnel, facilities,  bureaucracy  and  costs.  In  the 
larger  schools,  the  prevention  team  mignt  be 
stationed  at  the  schools,  whereas  in  districts  where 
the  schools  are  relatively  small,  the  prevention 
team  would  have  to  travel  from  school  to  school 
on  some  regular  schedule.  This  scheme  would 
have  numerous  political  ramifications. 

Would  the  responsibility  for  the  school-based 
preventive  dentistry  and  medicine  programs  be- 
long to  the  city,  the  state,  or  the  federal  govern- 
ment? Would  it  require  referendum  as  does  the 
fluoridation  of  the  public  water  supply?  My  per- 
sonal bias  would  be  for  the  system  to  be  an 
integral  component  of  the  U.S.  Public  Health  Ser- 
vice, funded  by  the  federal  government  and  moni- 
tored by  the  Surgeon  General’s  office  so  that  na- 
tional guidelines  for  the  treatment  could  be  es- 
tablished and  followed. 

Should  the  implementation  of  this  scheme  de- 
pend strictly  upon  local  initiative  and  control;  it 
is  fair  to  assume  that  large  numbers  of  schools 
would  fall  into  the  laggard  or  “Hell  no!”  cate- 
gories. Unlike  the  fluoridation  situation,  even  if 
their  school  opts  to  join  the  prevention  team 


scheme,  parents  of  children  in  that  school  would 
still  have  the  choice  of  refusing  preventive  care 
for  their  children  if  that’s  what  they  wish  to  do. 

How  would  the  dental  profession  respond  to 
this  proposal?  That  is  difficult  to  predict.  Al- 
though the  scope  of  school-based  prevention 
teams  would  not  be  the  same  as  that  of  the  dental 
nurses  of  New  Zealand,  the  establishment  of  such 
teams  might  be  perceived  as  the  foot  in  the  door 
which  would  eventually  lead  to  full-blown  com- 
prehensive dental  care  delivered  in  the  schools  by 
dental  auxiliaries.  And  indeed,  if  the  prevention 
teams  carry  out  their  primary  mission  effectively 
and  become  well-established  within  the  school 
system,  this  could  happen  over  time. 

The  attitude  of  a private  dental  practitioner 
toward  this  program  would  probably  depend  in 
large  measure  on  the  state  of  the  economy.  If 
the  economy  is  healthy,  and  the  dentist’s  ap- 
pointment book  is  filled,  then  he  would  probably 
favor  the  prevention  team  scheme.  If  the  economy 
is  poor,  and  he  is  having  difficulty  in  attracting 
patients  and  meeting  his  expenses,  he  might  argue 
that  his  office  is  prepared  to  provide  all  the  pre- 
ventive measures  offered  by  the  prevention  teams 
and  probably  at  a lower  cost  due  to  an  elimination 
of  the  administrative  overhead  that  would  inevi- 
tably accompany  the  program.  In  all  likelihood, 
some  compromise  would  evolve,  and  those  chil- 
dren under  the  regular  care  of  a dentist  would 
receive  their  preventive  dental  care  in  a dental 
office  even  if  screened  and  monitored  within  the 
school  system.  But  the  majority  of  children  who 
do  not  now  receive  routine  dental  care  would 
obtain  preventive  dental  care  in  the  schools. 

If  the  prevention  teams  do  their  jobs  properly, 
they  should  act  as  an  early  warning  system  and 
alert  the  parents  and  school  officials  to  the  need 
for  dental  care  by  qualified  dental  practitioners, 
thereby  generating  new  patient  sources  for  the 
private  practitioners  and  the  neighborhood  health 
centers.  Establishment  of  a National  Health  In- 
surance program  eventually  to  cover  comprehen- 
sive dental  care  through  age  18,  would  have 
limited  value  unless  a mandatory  preventive  den- 
tistry program,  including  water  fluoridation,  is 
built  into  the  scheme.  Inclusion  of  a school- 
based  prevention  team  concept  as  part  of  the 
National  Health  Insurance  program  would  in 
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time  make  the  dental  care  program  more  cost 
effective. 

During  the  past  two  decades,  animal  research 
has  strongly  supported  the  idea  that  dental  caries 
is  an  infectious  and  transmissible  disease.8  Atten- 
tion has  focussed  on  a particular  group  of  bac- 
teria, Streptococcus  mutans,  that  occurs  indigen- 
ously in  the  mouths  of  humans  in  various  parts  of 
the  world.  This  organism,  the  most  common 
streptococcus  found  in  dental  plaque,  has  been 
shown  to  induce  dental  caries  in  rats  and  ham- 
sters when  the  animals  were  fed  a high  sugar 
diet.  There  are  encouraging  recent  studies  which 
demonstrate  that  caries  in  rodents  and  primates 
can  be  partially  prevented  by  immunization  against 
Streptococcus  mutans.8'9  However,  since  anti- 
bodies to  certain  strains  of  streptococcus  may 
cross  react  with  heart  muscle  tissue,  there  is  some 
concern  about  the  possible  side  effects  of  such 
a vaccine. 

Despite  the  fact  that  experts  see  no  real  prob- 
lem, all  the  data  are  not  yet  in  and  one  can 
predict  delays  by  the  Food  and  Drug  Administra- 
tion in  implementing  immunization  studies  in 
humans  until  the  issue  is  settled.  In  addition,  if 
there  is  any  evidence  of  possible  systemic  effects, 
it  is  unlikely  that  the  public  will  accept  immuniza- 
tion programs  very  quickly.  Dental  caries  is  not 
poliomyelitis,  and  if  other  preventive  methods 
offer  reasonably  good  protection  against  caries 
without  the  same  degree  of  risk,  real  or  perceived, 
of  immunization,  then  the  public  will  probably 
opt  for  the  less  risky  approach.  The  passive  im- 
munity method  employed  by  the  University  of 
Alabama  researchers  to  produce  antibodies  in 
cow’s  milk  that  might  protect  bottle-fed  babies 
against  dental  caries  would  also  capture  public 
imagination  if  effective.9 

Now  let’s  talk  about  the  prevention  of  perio- 
dontal disease.  While  antimicrobial  agents  de- 
livered in  a toothpaste  or  a mouth  rinse  may  have 
some  value  against  dental  caries,  they’re  more 
likely  to  find  their  greatest  utility  in  the  preven- 
tion or  control  of  periodontal  disease,  primarily 
gingivitis  or  early  periodontitis  before  deep  pock- 
ets develop.  If  it  turns  out  that  specific  organisms 
are  responsible  for  different  types  of  periodontal 
disease,  it  would  be  necessary  to  develop  either 
simple  diagnostic  tests  that  could  be  utilized  by 


practitioners  in  the  office  or  a system  to  send 
samples  to  a central  laboratory  for  analysis.  The 
information  gathered  in  this  fashion  would  be 
used  to  determine  the  antimicrobial  agent  of 
choice  and  to  monitor  its  effectiveness. 

Of  importance  would  be  the  decision  as  to 
whether  these  antimicrobial  agents  should  be  sold 
as  over  the  counter  drugs,  freely  available  to  the 
public,  or  whether  they  should  be  offered  by 
prescription  only.  As  over  the  counter  drugs, 
they  would  be  of  greater  interest  to  pharmaceu- 
tical companies,  since  there  would  be  greater 
utilization  of  them.  If  they  sold  on  prescription 
only,  they  will  probably  be  used  more  judiciously, 
but  their  cost  will  be  greater.  For  more  advanced 
periodontal  disease,  where  the  pockets  are  rela- 
tively deep  and  the  bacteria  at  the  base  of  the 
pocket  cannot  be  reached  by  rinses  or  topical 
application  of  chemotherapeutic  agents,  the  anti- 
microbial compounds  will  have  to  be  given  sys- 
temically  with  the  expectation  that  they  will  enter 
the  pocket  area  from  the  vascular  network  of  the 
surrounding  gum  tissue.10  The  use  of  systemic 
drugs  will  probably  give  rise  to  more  adverse 
reactions  than  would  the  topical  approach,  there- 
by requiring  a longer  latent  period  for  FDA  ap- 
proval, particularly  if  the  compounds  aren’t  cur- 
rently being  used  commonly  for  other  conditions. 

Along  these  lines,  it  is  important  to  emphasize 
the  need  for  developing  closer  ties  between  the 
academic  research  community  and  industry.  The 
greatest  drug  discovery  in  the  world  will  do  the 
public  little  good  if  it  remains  sequestered  in  a 
laboratory  notebook  or  in  a scientific  journal. 
The  resources  and  the  know-how  of  the  pharma- 
ceutical industry  are  needed  to  develop  the  dis- 
covery and  bring  it  to  the  people.  This  is  not 
the  role  of  the  university  or  the  government. 

Because  of  the  numerous  types  of  micro-organ- 
isms which  have  been  derived  from  human  perio- 
dontal disease  capable  of  initiating  advanced 
periodontitis  in  germ-free  animals,  it  seems  un- 
likely that  a vaccine  against  periodontal  disease 
will  be  forthcoming  in  the  near  future.11’12  On 
the  other  hand,  systemic  host  factors  may  play  an 
important  role  in  determining  whether  or  not 
potentially  pathogenic  bacteria  will  give  rise  to 
periodontal  disease.  The  finding  that  the  poly- 
morphonuclear leukocytes  from  patients  with 
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juvenile  periodontitis  have  a lower  chemotactic 
response  to  chemotactic  mediators  and  a markedly 
reduced  bacterial  phagocytic  activity  suggests  that 
the  neutrophil  is  a defensive  cell  which  provides 
protection  for  the  periodontal  tissues.13  Prob- 
ably the  entire  immune  response  of  the  host  is 
involved  in  various  aspects  of  chronic  destructive 
periodontal  disease. 

We  can  probably  look  forward  to  the  develop- 
ment of  simple  diagnostic  kits  for  the  office  or 
for  central  diagnostic  laboratories  that  will  per- 
mit routine  screening  of  patients  to  determine 
their  susceptibility  to  periodontal  disease,  thereby 
allowing  application  of  preventive  measures  at  a 
stage  before  clinical  symptoms  of  the  disease  are 
evident. 

Similarly,  nuclear  medicine  techniques,  par- 
ticularly the  use  of  bone-seeking  isotopes,  should 
aid  in  determining  alterations  in  bone  metabolism 
at  an  early  stage  in  periodontal  disease  before 
frank  bone  destruction  can  be  seen  on  radio- 
graphs. This  approach  might  additionally  be 
useful  in  determining  whether  alveolar  bone  de- 
struction is  active  or  inactive,  and  whether  there 
is  any  need  to  continue  periodontal  therapy. 
Since  these  techniques  would  be  handled  more 
readily  in  a hospital  or  medical  center  with  vari- 
ous types  of  laboratory  facilities,  one  might  pre- 
dict the  gradual  shift  of  the  periodontist’s  activities 
toward  the  hospital  environment. 

On  the  other  hand,  other  breakthroughs  might 
provide  relatively  simple  and  effective  systemic 
chemotherapeutic  approaches  to  the  prevention 
and  treatment  of  periodontal  disease,  thereby 
permitting  us  to  avoid  more  complex  therapies. 
For  example,  some  years  ago  our  laboratory  re- 
ported that  human  gum  tissue  or  extracts  con- 
tained a factor  or  factors  that  stimulated  bone 
resorption  markedly  when  added  to  a bone  tissue 
culture  system.  This  in  vitro  finding  was  analogous 
to  the  situation  found  in  chronic  destructive  perio- 
dontal disease.  In  this  condition,  the  inflamed 
gum  tissue  sits  on  top  of,  and  presumably  con- 
tributes to  the  slow  resorption  of,  the  underlying 
jaw  bone.  This  bone  destruction  leads  to  loss  of 
attachment  of  the  teeth  and  their  gradual  loosen- 
ing and  eventual  exfoliation  or  extraction.  An 
important  clue  as  to  the  mechanism  whereby  gum 
tissue  stimulates  bone  resorption  and  tissue  culture 


was  obtained  when  we  found  that  we  could 
inhibit  such  resorption  of  bone  by  adding  indome- 
thacin  or  aspirin  to  the  system.  Presumably  this 
effect  is  due  to  the  inhibition  of  prostaglandin 
synthesis,  a well-known  property  of  indomethacin 
and  aspirin.  Since  prostaglandins  have  been 
shown  to  stimulate  bone  resorption  in  tissue  cul- 
ture, it  is  conceivable  that  prostaglandin  inhibi- 
tors, such  as  indomethacin  or  aspirin,  may  become 
important  adjuncts  in  the  therapy  of  chronic  de- 
structive periodontal  disease. 

How  satisfying  it  would  be  for  the  dentist  to 
be  able  to  prescribe  two  aspirins  nightly  before 
retiring,  and  to  know  that  he  was  not  only  treating 
the  patient’s  chronic  destructive  periodontal  dis- 
ease, but  simultaneously  helping  the  patient’s 
arthritis  and  preventing  his  coronary  thrombosis! 

Perhaps  the  most  important  stimulus  needed  to 
combat  the  public’s  apathy  concerning  dental 
disease  will  come  from  future  studies  which 
demonstrate  that  sepsis  has  far-reaching  effects 
on  other  organ  systems  such  as  has  long  been 
known  with  regard  to  congenital  or  acquired 
heart  disease.  With  the  increased  understanding 
of  immune  complex  diseases,  it  is  conceivable 
that  immune  complexes  formed  from  components 
of  circulating  dental  bacteria  could  also  produce 
injury  or  disease  following  their  localization  in 
other  tissues. 

Assuming  that  in  about  ten  years,  by  1990,  we 
have  all  the  techniques  needed  and  are  able  to 
implement  a complete  prevention  program  for 
children  against  dental  caries,  and  that  in  about 
20  years,  by  the  year  2000,  we  can  do  the  same 
against  periodontal  disease,  what  does  that  por- 
tend for  the  dental  profession?  Should  we  stop 
producing  dentists  and  dental  auxiliaries?  Not  as 
yet,  although  we  may  soon  have  to  reconsider 
the  numbers  we  are  training. 

First  of  all,  there  ought  to  be  plenty  of  work 
for  everyone  who  is  trying  to  catch  up  with  the 
backlog  of  a billion  unfilled  cavities  we’ve  heard 
so  much  about,  and  the  millions  of  prosthetic 
appliances  that  will  be  needed,  provided  of  course 
that  there  is  money  to  pay  for  it.  For  it  is  doubt- 
ful that  even  by  the  year  2000,  National  Health 
Insurance  will  be  paying  for  dental  care  of  in- 
dividuals beyond  the  age  of  18.  Older  folks  will 


Del  Med  Jrl,  May  1981 — Vol  53,  No  5 


259 


Advances  in  Dental  Technology — Goldhaber 


have  to  finance  the  work  out  of  pocket,  as  they 
do  now,  although  third  party  payment  plans 
should  be  much  more  prevalent  by  that  time. 

Dental  implants  will  by  then  have  been  im- 
proved and  be  a frequent  procedure.  If  the 
prosthetic  technology  becomes  too  good,  however, 
it  could  contribute  significantly  to  public  apathy 
about  preventing  tooth  loss.  “Why  worry?  You 
can  always  get  another  set.” 

Indeed  this  may  already  be  part  of  our  prob- 
lem. A long-lasting,  economical,  aesthetic,  func- 
tional, and  fixed  artificial  denture  that  doesn’t 
have  to  be  taken  out  for  cleansing  will  certainly 
have  an  impact  on  the  public’s  concern  about 
preserving  the  natural  dental  tissue.  But  starting 
with  the  generation  that  is  born  around  the  year 
2000,  the  amount  of  routine  dental  therapy,  not 
counting  preventive  services  which  are  necessary, 
should  start  decreasing.  By  the  year  2050,  many 
of  the  older  generation  requiring  extensive  dental 
care  will  be  gone,  and  the  “prevention  generation” 
which  received  full  protection  will  be  in  the  ma- 
jority. 

The  number  of  general  dentists  then  required 
will  be  fewer.  The  dental  specialists  remaining 
will  be  primarily  oral  surgeons  and  orthodontists. 
The  oral  surgeons  will  do  maxillo-facial  surgery, 
including  surgical  orthodontics,  and  repair  of  cleft 
palate  defects  and  injuries  to  the  face  and  jaw 
from  vehicular  accidents.  The  energy  shortage, 
however,  may  limit  the  use  of  private  automobiles 
so  the  number  of  highway  accidents  per  year  will 
probably  be  reduced. 

Routine  removal  of  third  molars  will  probably 
go  the  way  of  routine  tonsillectomies.  As  ex- 
tractions decrease  because  the  natural  dentition 
is  being  preserved  by  preventive  measures,  all 
dental  surgeons  will  attempt  to  become  involved 
in  more  complex  surgery  of  the  head  and  neck. 
Territorial  disputes  will  undoubtedly  take  place 
among  the  plastic  surgeons,  the  otolaryngologists, 
general  surgeons,  and  the  dentists.  Acceptance 
on  the  head  and  neck  surgical  teams  will  require 
the  oral  surgeon  to  have  an  M.D.  degree  and 
general  surgery  training.  Such  combined  pro- 
grams will  become  the  rule  by  that  time. 

The  orthodontists  will  have  plenty  to  do.  Al- 
though malocclusions  brought  about  by  premature 


loss  of  deciduous  teeth,  or  permanent  first  molars 
will  be  relatively  infrequent,  little  progress  will 
have  been  made  along  the  line  of  controlling  the 
growth  and  development  of  the  jaws  and  teeth. 
Discrepancies  in  jaw  relations  and  alignment  of 
teeth  will  still  require  orthodontic  treatment. 
Ironically,  the  dental  specialties  of  oral  surgery 
and  orthodontics  which  developed  first  will  sur- 
vive the  longest.  In  connection  with  large  corps 
of  auxiliaries,  the  dental  generalist  will  run  the 
prevention  programs. 

Dental  schools  will  have  to  broaden  their  edu- 
cational program  so  that  their  graduates  will  have 
job  mobility.  Double  degree  programs  which 
link  dentistry  with  medicine  or  with  public  health 
will  become  much  more  commonplace. 

By  the  year  2067,  exactly  200  years  after  the 
establishment  of  the  Harvard  Dental  School  as 
the  first  university-affiliated  dental  school  in  the 
country,  we  can  anticipate  some  heated  faculty 
debates  at  that  time  as  to  whether  or  not  the 
dental  school  at  Harvard  should  become  part  of 
the  medical  school  rather  than  remaining  a sep- 
arate school. 

This  is  exactly  the  sort  of  debate  that  was  held 
around  1867.  I wonder  who  will  win  the  argu- 
ment next  time? 

REFERENCES 

1.  Rogers  EM.  Diffusion  of  innovations,  New  York:  The  Free 
Press  of  Glencoe,  1962,  pp.  148-92. 

2.  National  institute  of  dental  research  annual  report,  part  II, 
national  caries  program,  July  1,  1975-June  30,  1976.  Bethesda, 
Md:  National  Institutes  of  Health. 

3.  National  institute  of  dental  research  annual  report,  part  II 
national  caries  program,  July  1,  1976-September  30,  1977. 
Bethesda,  MD:  National  Institutes  of  Health. 

4.  Department  of  Health,  Education,  and  Welfare.  Public  Health 
Service.  Dental  Disease  Prevention  Activity,  Bureau  of  State 
Services,  Release  FL-90  February  1977.  (Mimeographed) 

5.  Ast  DB,  Cons  NC,  Pollard  ST,  Garfinkel  J.  Time  and  cost 
factors  to  provide  regular,  periodic  dental  care  for  children  in 
a fluoridated  and  nonfluoridated  area:  final  report.  J Am 
Dent  Assoc.  1970;  80:770-6. 

6.  Lindhe  J,  Axelsson  P.  The  effect  of  controlled  oral  hygiene  and 
topical  fluoride  application  on  caries  and  gingivitis  in  Swedish 
schoolchildren.  Community  Dent  Oral  Epidemiol.  1973;  1:9-16. 

7.  Lindhe  J,  Axelsson  P,  Tollskog  G.  Effect  of  proper  oral  hygiene 
on  gingivitis  and  dental  caries  in  Swedish  schoolchildren.  Com- 
munity Dent  Oral  Epidemiol.  1975;  3:150-5. 

8.  Bowen  WH.  Relevance  of  caries  vaccine  investigation  in 
rodents,  primates  and  humans:  critical  assessment.  In:  Bowen 
WH,  Genco  RJ,  O’Brien  TC.,  eds.  Immunologic  aspects  of 
dental  caries.  Washington,  D.C.:  Information  Retrieval,  Inc., 
1976,  pp.  11-20. 

9.  Michalek  SM,  McGhee  JR.  Effective  immunity  to  dental  caries: 
passive  transfer  to  rats  of  antibodies  to  streptococcus  mutans 
elicits  protection.  Infect  Immun.  1977;  17:644-50. 

10.  Bader  HI,  Goldhaber  P.  The  passage  of  intravenously  adminis- 
tered tetracycline  in  the  gingival  sulcus  of  dogs.  J Oral  Ther 
Pharmacol.  1966;  2:324-9. 

11.  Socransky  SS,  Manganiello  AD,  Propas  D,  Oram  V,  van 
Houte  J.  Bacteriological  studies  of  developing  supragingival 
dental  plaque.  J Periodont  Res.  1977;  12:90-106. 

12.  Newman  MG,  Socransky  SS.  Predominant  cultivable  microbiota 
in  periodontosis.  J Periodont  Res.  1977;  12:120-8. 

13.  Cianciola  LJ,  Genco  RJ,  Patters  MR,  McKenna  J,  van  Oss 
CJ.  Defective  polymorphonuclear  leukocyte  function  in  a human 
periodontal  disease.  Nature.  1977;  265:445-7. 


260 


Del  Med  Jrl,  May  1981 — Vol  53,  No  5 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ’’“overuse,”  “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (g , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium 

diazepam/Roche 


<zDeatk4 


m m 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt . 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazmes, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q I d ; alcoholism,  10  mg  t. i d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.,  adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children  1 to 
2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®(diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10;  Prescription  Paks  of  50,  available  in  trays  of  10. 


SEYMOUR  R.  KAPLAN,  M.D. 

Seymour  R.  Kaplan,  of  Dover,  died  January 
16,  1981.  He  was  46  years  of  age.  Formerly 
president  of  Dover  Radiologists,  he  retired  six 
months  before  his  death. 

Following  his  separation  from  the  United  States 
Air  Force  in  1968,  Dr.  Kaplan  was  for  several 
years  a radiologist  at  Kent  General  Hospital.  He 
was  a 1960  graduate  of  the  University  of  Vermont 
School  of  Medicine. 

Dr.  Kaplan  is  survived  by  his  wife,  Louise,  two 
sons,  two  brothers,  a sister,  and  his  mother. 

Contributions  in  his  memory  are  being  accepted 
by  Congregation  Beth  Shalom,  Queen  and  Clara 
Streets,  Dover,  Delaware  19901. 

Charles  M.  Bancroft,  M.D. 

MS  «£ 

PAUL  C.  KOETHER,  M.D. 

Paul  C.  Koether,  a family  practitioner  for  more 
than  30  years,  died  after  a short  illness  at  his 
home  in  New  Castle,  January  21,  1981.  He  was 
70  years  of  age. 

Born  in  Wallingford,  Connecticut,  he  was  a 
graduate  of  the  Massachusetts  Institute  of  Tech- 
nology. After  serving  in  the  United  States  Air 
Force  during  World  War  II,  he  entered  New  York 
Medical  School,  Valhalla,  New  York,  from  which 
he  graduated  in  1950.  He  served  his  internship 
at  the  Delaware  Hospital. 

Dr.  Koether  enjoyed  all  sports  and  reading. 
He  was  a member  of  the  area  medical  societies. 

His  family  remembers  his  traits  of  humanity  and 
dedication  to  serving  the  community  and  his  guid- 
ance, support  and  love.  His  wife,  Climirda,  two 
sons,  five  daughters,  and  three  grandchildren  sur- 
vive. 


Charles  M.  Bancroft,  M.D. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 
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DRUG  THERAPY  AND  THE  GERIATRIC  PATIENT 


Martin  Keith  Fallor,  M.D. 


The  rational  use  of  drugs  in  any  clinical  setting 
must  take  into  account  the  patient  to  whom  the 
drug  is  administered.  For  each  drug,  variations 
in  individual  absorption,  metabolism,  excretion, 
and  tissue  responsiveness  must  be  considered.  At- 
tention must  also  be  paid  to  patient  compliance. 

Though  it  is  clear  that  people  of  any  age  may 
react  differently  to  specific  medication,  the  older 
patient  is  more  likely  to  exhibit  an  unpredictable 
response.  Although  erring  in  the  direction  of 
conservatism  is  probably  the  more  desirable  alter- 
native, such  action  may  prompt  an  increase  in 
problems  associated  with  undertreatment.  It  is 
for  these  reasons  that  drug  therapy  and  its  rela- 
tion to  the  geriatric  patient  have  been  and  con- 
tinue to  be  carefully  researched.  A presentation 
and  discussion  of  current  knowledge  and  recom- 
mendations based  on  that  knowledge  will  be  the 
basis  for  this  paper. 

Compliance 

Although  problems  with  patient  compliance 
are  by  no  means  restricted  to  the  elderly,  it  is 
clear  from  a number  of  comparative  studies  that 
accidental  errors  in  medication  usage  are  most 
common  among  the  elderly.1  These  may  be  due 
to  defects  of  sight,  hearing,  memory,  limited  fi- 
nancial resources,  mobility,  motivation,  or  the 
multiplicity  of  drugs  often  in  use.  Decreased 
capacity  to  respond  to  physiological  stresses  and 
the  toxicity  of  some  of  the  agents  involved  make 
proper  compliance  of  particular  gravity  in  the 
elderly.  Even  if  a safe  therapeutic  regimen  is 
developed  for  a patient,  lack  of  compliance  can 
turn  it  into  an  unsafe  one. 

Dr.  Fallor  is  an  intern  in  the  Department  of  Ophthalmology  of 
the  Los  Angeles  County/University  of  Southern  California  Medical 
Center. 


A study  at  a teaching  hospital  in  New  York 
City  randomly  surveyed  10%  of  the  elderly  pa- 
tients with  a variety  of  chronic  illnesses  who  were 
being  seen  at  the  general  medicine  clinic.2  Fifty- 
nine  percent  of  these  patients  were  found  to  be 
taking  their  medications  incorrectly.  Further,  the 
patients  making  errors  averaged  almost  three 
errors  each.  Five  percent  of  this  population  were 
making  in  excess  of  five  errors  each.  The  most 
common  mistake  was  omission  of  a medication, 
with  inaccurate  dosages,  self-administration  of 
unprescribed  medication,  and  improper  timing 
also  being  among  the  more  frequent  modes  of 
noncompliance. 

The  omissions  were  found  to  be  of  two  types: 
unintentional  (the  patient  being  unaware  of  his 
need  to  take  a prescribed  medication)  and  inten- 
tional (related  to  problems  in  the  patient’s  living 
situation).  Most  patients  lived  alone  and  claimed 
that  they  were  too  sick,  tired,  or  poor  to  fill  their 
prescription  on  the  day  it  was  received. 

A major  problem  was  the  patient  who  was 
recommended  to  start  several  medications  simul- 
taneously but  was  unable  to  understand  the  in- 
structions or  precautions  associated  with  each. 
Although  language  and  educational  barriers  are 
often  cited  as  a major  problem  restricted  to  the 
elderly  poor  and  indigent,  in  the  New  York  study 
it  was  noted  that  intelligent  and  well-educated 
older  patients  are  also  frequently  confused  about 
their  medications.  In  a more  recent  study  con- 
ducted at  a nursing  home,  2.3%  of  carefully 
instructed  patients  made  errors  in  self-medication. 
When  prescriptions  were  distributed  with  less 
careful  instruction,  the  number  of  errors  climbed 
to  60%. 3 
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Two  further  studies  have  found  that,  as  a group, 
the  aged  are  more  apt  to  take  their  medicines  only 
when  they  feel  they  need  them4’5  which  may  lead 
to  both  underutilization  and  overutilization  of 
drugs.  Another  problem  particularly  encountered 
with  the  elderly  has  been  their  discontinuation  of 
drugs  because  of  annoying  side  effects  or,  in  some 
cases,  annoying  primary  effects,  such  as  diuresis. 
Many  older  people  are  very  concerned  with  the 
maintenance  of  their  independence  and  prefer  to 
suffer  the  consequences  of  not  taking  their  medi- 
cations than  suffer  what  they  consider  to  be  the 
indignities  of  the  drug’s  effects  on  their  independ- 
ence. 

Another  problem  involves  the  use  of  over  the 
counter  preparations  by  elderly  patients.5  Many 
elderly  patients  use  OTC  preparations  indiscrimi- 
nately and  do  not  consult  their  physicians  before 
their  use.  Aspirin  ingestion,  for  instance,  might 
not  only  be  contraindicated  because  of  peptic 
ulcer  disease,  but  might  precipitate  hemorrhage 
in  the  patient  who  is  on  oral  anticoagulants. 
Chronic  laxative  ingestion,  most  common  in  this 
age  group,  may  lead  to  a loss  in  sensitivity  of  the 
rectal  defecatory  reflexes  and  may  alter  absorp- 
tion of  drugs  such  as  digoxin.  Some  “cold  medica- 
tions,” eg,  those  containing  pseudoephedrine,  phe- 
nylpropanolamine, or  chlorpheniramine,  might 
interact  dangerously  with  monoamine  oxidase 
inhibitors. 

One  group  of  investigators  suggests  that  three 
is  the  maximum  number  of  drugs  that  any  elderly 
person  can  manage  properly.6  While  this  limit 
is  not  always  possible,  every  effort  should  be  made 
to  decrease  to  a minimum  the  number  of  drugs 
that  the  patient  must  take.  This  would  promote 
better  compliance  and  reduce  the  number  of  drug 
interactions  which  might  be  especially  dangerous 
in  the  precarious  milieu  of  senescent  physiology. 

There  is  little  conclusive  data  to  suggest  that 
there  is  a major  alteration  in  the  absorption  of 
drugs  from  the  gastrointestinal  tract  of  elderly 
patients,  although  some  pertinent  observations 
have  been  made  which  may  contribute  to  an  ex- 
planation of  absorptive  alterations  in  this  group. 

Since  oral  medications  must  first  be  dissolved 
in  the  stomach,  a decrease  in  the  gastric  acidity, 
as  is  found  in  the  elderly,  may  affect  their  dissolu- 


tion and  degree  of  ionization,  leading  to  an  altered 
bioavailability.  Delayed  gastric  emptying,  de- 
creased gastrointestinal  motility,  and  a reduction 
in  the  number  of  absorptive  cells  have  been  re- 
ported in  the  elderly.7  An  additional  factor, 
perhaps  the  most  significant,  is  a 40% -50%  de- 
crease in  intestinal  perfusion  in  the  elderly  which 
might  result  in  delay  and/or  reduction  of  drug 
absorption.7 

There  are  clear-cut,  age  related  decreases  in 
the  absorption  of  such  specifically  transported 
substances  as  glucose,8  galactose,9  3-methyl  glu- 
cose,10 calcium,11-12  iron,13  and  thiamine,14  but  as 
most  drugs  are  passively  absorbed,  the  importance 
of  this  is  questionable.  However,  the  reported 
decrease  in  absorption  of  xylose15  in  the  aged 
suggests  that  passive  absorption  across  the  in- 
testinal wall  is  also  reduced. 

Decreased  absorption  secondary  to  the  aging 
process  is  by  no  means  a consistent  finding.  Al- 
terations in  fat  absorption  remain  enigmatic,  and 
it  appears  that  methionine16  and  cysteine17  ab- 
sorption increases  with  age  (this  being  attributed 
to  an  increased  need  for  these  two  amino  acids 
during  senescence). 

Distribution 

Alteration  in  drug  distribution  in  the  elderly 
can  probably  be  most  clearly  discussed  by  examin- 
ing each  of  the  contributing  factors  and  how  each 
is  changed  in  senescence.  The  first  of  these  fac- 
tors is  body  composition.  The  average  elderly 
patient  is  somewhat  smaller  and  lighter  than  his 
younger,  adult  counterpart,  and  standard  drug 
dosages  might  produce  excessive  plasma  and  tis- 
sue concentrations.  Studies  in  body  composition 
have  shown  that  the  ratio  of  fat  to  lean  tissue 
increases  with  age  as  more  of  the  body’s  tissues 
are  replaced  by  fat.18  One  recent  study  revealed 
that  body  fat  in  men  increases  from  18%  to  36% 
of  total  body  weight  and  in  women  from  33%  to 
48%  as  they  age  from  18  to  55. 19  This  increased 
fat  percentage  and  decreased  total  body  water 
percentage  may  result  in  greater  plasma  free  drug 
concentrations,  possibly  leading  to  toxicity.  The 
rate  of  fat  accumulation  may  result  in  excessive 
binding  of  lipid  soluble  drugs  to  adipose  tissue. 

A second  factor  in  drug  distribution  concerns 
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the  binding  of  pharmacological  agents  to  plasma 
proteins,  of  which  albumin  is  the  most  important. 
In  the  elderly,  there  is  a shift  in  the  plasma  pro- 
tein concentration;  albumin  decreases  and  the 
gamma  globulin  fraction  increases.20  Actual  ex- 
perimental data  collected  thus  far,  however,  pro- 
vide no  clear  pattern  with  respect  to  altered  drug 
binding.  While  some  drugs  exhibit  a decrease 
in  the  amount  bound  and  consequently  an  increase 
in  the  free,  active  fraction,  other  drugs  show  no 
change  at  all.21  Based  on  current  data,  senescence 
does  not  appear  to  affect  plasma  protein  binding 
qualitatively;  there  is  no  suggestion  that  there  is 
a defect  in  drug  binding  proteins  or  endogenous 
materials  present  that  might  interfere  with  drug 
binding.22  Some  recent  studies  indicate,  however, 
that  elderly  patients  may  be  more  susceptible  to 
the  effects  of  multiple  drug  therapy  on  drug  bind- 
ing (ie,=  the  effects  of  displacement  and  competi- 
tion for  binding  sites),  perhaps  secondary  to  their 
low  albumin  levels. 

The  third  factor  in  drug  distribution  is  the  ex- 
tent of  erythrocyte  drug  binding.  Little  work  has 
been  done  on  this,  but  a recent  study  showed  a 
decrease  in  erythrocyte  binding  for  the  drug  pe- 
thidine,23 while  other  studies  reported  no  changes 
in  erythrocyte  binding  for  the  drugs  pentazocine 
(Talwin)24  and  diazepam  (Valium,  Roche).25 

A fourth  factor  is  distribution  of  blood  flow. 
Cardiac  output  has  been  shown  to  decrease  with 
increasing  age;  one  study  showed  a decrease  of 
approximately  1%  per  year  from  age  19  to  86. 7 
Other  changes  include  preferential  blood  flow  to 
the  brain,  heart,  and  muscle  instead  of  to  the 
viscera;  as  noted  earlier,  it  has  been  estimated 
that  intestinal  perfusion  in  the  elderly  is  decreased 
by  40%  to  50%.  This  might  cause  accumulation 
of  drugs  in  certain  organs  with  enhanced  local 
effects.  A reduction  in  hepatic  blood  flow  could 
result  in  decreased  detoxification  or  biotransfor- 
mation of  particular  drugs  leading  to  excessive 
or  inadequate  active  levels. 

The  ability  of  the  drug  to  reach  its  site  of  action 
must  be  considered  a factor  in  the  geriatric  popu- 
lation. The  most  convincing  evidence  of  change 
in  tissue  permeability  in  the  elderly  concerns  the 
blood-brain  barrier.  Laboratory  studies  in  ani- 
mals and  clinical  data  in  man  on  the  effects  of 
morphine  indicate  an  age-related  decrease  in  the 


integrity  of  the  blood-brain  barrier.26  In  studies 
utilizing  epidural  block,  the  amount  of  anesthetic 
required  decreases  with  increasing  age.27  The 
conclusions  drawn  suggest  a two-fold  mechanism 
to  explain  these  results.  There  appears  to  be  a 
greater  penetration  of  the  drug  into  nerve  fibers 
due  to  degenerative  changes  of  the  surrounding 
connective  tissues,  and  there  is  delay  in  the  dis- 
sipation of  the  anesthetic  from  the  area  secondary 
to  arteriosclerosis  and  atherosclerosis  of  the  sur- 
rounding vasculature. 

As  experimental  data  continue  to  defy  the  de- 
velopment of  general  and  unified  concepts  (it 
may  not  be  reasonable  to  extrapolate  results  from 
one  drug  to  another  effectively),  so  that  it  seems 
prudent  when  prescribing  to  become  familiar  with 
the  medication  in  question. 

Metabolism 

Hepatic  metabolism  is  frequently  the  most 
limiting  factor  influencing  the  duration  and  extent 
of  action  of  a drug,  and  thus  interest  in  the  pos- 
sible effects  on  this  process  has  been  great.  In- 
vestigative efforts  at  present,  however,  are  limited 
to  the  microsomal  mixed  function  oxidase  system. 
In  laboratory  animals,  a definite  reduction  in 
hepatic  microsomal  drug  metabolizing  enzyme 
activity  is  seen  with  increasing  age,  as  well  as 
decreased  liver  weight;  body  weight  ratios  and 
decreased  cytochrome  P450  activity.28  Liver  en- 
zyme induction,  a process  intimately  associated 
with  the  concept  of  drug  tolerance,  is  also  de- 
creased in  the  older  populations. 

Evidence  for  age-related  effects  on  microsomal 
activity  in  human  liver  is  inadequate.  However, 
indirect  evidence  based  on  plasma  half-lives  or 
clearance  of  drugs  metabolized  extensively  in  the 
liver  corroborates  the  findings  in  laboratory  ani- 
mals.29 It  is,  therefore,  reasonable  to  assume  at 
least  some  reduction  in  hepatic  drug  metabolism 
in  the  elderly  and  to  expect  therapeutic  results  to 
be  influenced  by  this. 

A theory  concerning  nutrition  has  been  pro- 
posed to  explain,  at  least  in  part,  the  decline  in 
hepatic  metabolizing  capacity.  According  to  one 
group,  vitamin  C deficiency  is  present  in  approxi- 
mately 50%  of  patients  admitted  to  geriatric 
wards;  this  deficiency  alone  has  been  shown  to 
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impair  hepatic  drug  metabolism  in  man.  Low 
folate  levels  (even  in  the  absence  of  frank  anemia) 
are  also  common  in  the  elderly;  it  has  been  shown 
that  low  folate  results  in  decreased  metabolic 
capacity  in  laboratory  animals.  Lastly,  vitamin 
A deficiency  has  been  shown  to  reduce  hepatic 
oxidative  metabolism  in  animals.  Early  clinical 
investigations  comparing  elderly  patients  with  nor- 
mal vitamin  C,  folate,  and  vitamin  A levels  with 
elderly  patients  deficient  in  these  vitamins  showed 
almost  normal  drug  half-lives  for  the  first  group, 
but  significantly  longer  half-lives  for  the  second, 
deficient  group.30 

Other  metabolic  pathways  have  also  been  con- 
sidered with  respect  to  age  changes.  For  example, 
plasma  cholinesterase  activity  was  found  to  be 
reduced  in  elderly  male  human  subjects  by  20% 
as  compared  to  their  younger  counterparts,  yet 
females  in  this  same  study  showed  no  change, 
suggesting  a sex  difference  in  metabolic  altera- 
tions due  to  aging.31 

Excretion 

Many  drugs  in  current  use  are  eliminated  in  part 
or  completely  by  the  kidneys.  In  these  drugs, 
age-related  alterations  in  renal  function  have  seri- 
ous pharmacologic  implications;  several  clinical 
investigators  suggest  that  renal  function  is  the 
factor  most  responsible  for  altered  drug  levels  in 
the  senescent  population.32 

Most  drugs  are  eliminated  by  glomerular  filtra- 
tion, others  (eg,  organic  acids  and  antibiotics) 
also  depend  upon  active  tubular  excretion.  The 
age-related  decrease  in  renal  perfusion  is  estimated 
at  between  1%  and  1.5%  per  year  for  each  year 
after  age  20,  resulting  in  a total  decrease  of  ap- 
proximately 40%  to  60%  from  age  20  to  60.32 
This  correlates  well  with  an  approximate  45% 
drop  in  glomerular  filtration  rate  and  urea  clear- 
ance and  a corresponding  increase  of  approxi- 
mately 50%  in  urea  nitrogen  seen  in  the  elderly.33 
In  fact,  in  the  elderly  patient  who  is  free  of 
recognizable  renal  disease,  the  creatinine  clear- 
ance which  is  often  used  as  a reference  point  for 
determining  drug  clearance  ability  is  reduced  by 
approximately  50%. 34  Tubular  function  decreases 
approximately  0.5  % to  1 % per  year  after  age  20, 
leading  to  a total  decrease  in  tubular  excretory 
capacity  of  approximately  35%  by  age  60.35 


It  should  be  emphasized  that  these  observations 
were  made  on  elderly  patients  without  known 
renal  diseases.  However,  even  seemingly  normal 
patients  may  have  compromised  renal  function 
due  to  extra-renal  problems  such  as  congestive 
heart  failure,  dehydration,  urinary  retention  or 
may  have  unrecognized  diabetic  nephropathy,  hy- 
pertensive nephropathy,  or  pyelonephritis.  These 
conditions  require  the  clinician  to  pay  particular 
attention  to  the  renal  excretory  capacity  when 
considering  drug  prescriptions. 

Other  excretory  pathways  are  also  affected  by 
age.  For  laboratory  animals,  there  are  data  which 
suggest  that  aging  reduces  the  ability  to  excrete 
anesthetic  agents  from  the  respiratory  system 
which  corroborates  clinical  observations  that  the 
elderly  require  more  time  for  recovery  from  gen- 
eral anesthesia  than  do  younger  adults.36 

Tissue  Responsiveness 

In  addition  to  some  of  the  pharmacokinetic 
changes  previously  discussed,  certain  pharma- 
codynamic changes  in  the  elderly  deserve  com- 
ment. A decreased  response  to  pharmacological 
agents  may  be  due  to  several,  often  interrelated, 
factors.  There  may  be  an  alteration  in  the  drug 
receptor’s  threshold,  an  alteration  in  receptor  af- 
finity and  density,  an  alteration  in  the  enzymes 
necessary  to  translate  the  effects  of  the  drug,  or 
an  alteration  in  the  structure  of  the  target  tissue 
itself.29 

It  seems  reasonable  that  to  use  pharmacological 
agents  appropriately  in  the  elderly,  one  indispen- 
sable principle  must  be  kept  in  mind:  drugs  act 
only  by  altering  what  living  cells  are  already 
capable  of  doing.  If  the  cells  are  reduced  in 
number  or  capability,  the  action  of  the  drug  in 
question  must  be  expected  to  be  changed. 

Conclusions 

From  an  evaluation  of  the  information  presently 
available,  several  conclusions  can  be  drawn  con- 
cerning the  use  of  pharmacological  agents  in  the 
elderly. 

First,  compliance  is  a major  problem.  The 
altered  therapeutic  ratios  of  medicines  due  to 
impaired  homeostatic  mechanisms  in  the  elderly 
make  unreliability  of  administration  a very  serious 
potential  problem.  From  a review  of  the  most 
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common  compliance  problems,  it  seems  that  many 
can  be  alleviated  by  careful  patient  education, 
which  is,  of  course,  a practice  that  should  be  fol- 
lowed with  patients  of  all  ages.  Specific  recom- 
mendations for  improving  drug  compliance  in  the 
elderly  include  the  following:1-2 

1.  Provide  the  patient  with  a list  of  clearly 
written  instructions,  perhaps  in  the  form  of  a daily 
diary. 

2.  Label  drug  containers  clearly  with  the  drug 
name  and  dosage  schedule. 

3.  Identify  the  time  of  day  the  drug  is  to  be 
taken  by  using  different  colored  or  shaped  con- 
tainers with  different  colored  stoppers. 

4.  Coordinate  the  administration  of  a drug  with 
a part  of  the  patient’s  daily  routine. 

5.  Review  the  patient’s  medications  at  the  time 
of  each  office  visit  to  check  the  supply,  labels,  and 
instructions. 

Second,  absorption  may  be  both  delayed  and 
decreased  and  should  not  be  overlooked  as  a pos- 
sible cause  of  poor  therapeutic  response. 

Third,  drug  distribution  is  a difficult  variable 
to  assess,  and  established  guidelines  are  not  avail- 
able at  the  present  time. 

Fourth,  alteration  in  drug  metabolism  does 
appear  to  be  a significant  factor,  particularly  with 
respect  to  drugs  which  are  almost  entirely  dealt 
with  by  the  liver,  and  lack  of  precise  quantitative 
data  on  human  subjects  should  not  be  used  to 
discount  this  pharmacokinetic  factor. 

Fifth,  renal  excretion  is  often  cited  as  the  most 
significant  single  factor  responsible  for  senescence- 
related  pharmacokinetic  alterations.  Various 
nomograms  and  dosage  guidelines  based  on  en- 
dogenous creatinine  clearance  may  aid  the  phy- 
sician in  proper  dosage  adjustment.38-39 

Finally,  the  effects  of  tissue  responsiveness  in 
elderly  patients  has  not  yet  been  thoroughly 
studied  but  appears  to  be  a potential  cause  of 
decreased  therapeutic  response. 

All  that  can  really  be  concluded  from  present 
data  is  that  the  prescribing  physician  must  be 
alert  to  various  altered  functions  of  the  senescent 
patient  and  exceptionally  willing  to  adjust  thera- 
peutic regimens  to  suit  the  needs  of  the  individual 
patient. 
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is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®c  Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  vi 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique- bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths:  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.)  V_y  | 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


: 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
bilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  disease,  prostatic 
ypertrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
relation,  nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
ome  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
phoria,  constipation,  and  pruritus. 

most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  r 
, sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  ; 
e patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  I 
in  rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistr; 
of'large  doses. 

E AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  lo  the  severity  of  the  pain  and  the  response  of j 
•ft  may  occasionally  be  necessary  lo  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  r 
tients  who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codeine  is  given  orally.  The  t 
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heart  disease.  Again,  because  of  the  tremendous 
scope  of  the  topic,  one  wonders  if  perhaps  it  might 
be  better  to  altogether  eliminate  such  a chapter 
rather  than  present  it  as  superfically  as  must  be 
done  in  this  small  book. 

Overall,  the  book  is  certainly  worth  reading 
with  the  above  reservations,  and  its  modest  price 
puts  it  within  reach  of  individual  ownership. 

Richard  N.  Hindin,  M.D. 
% % 

JUVENILE  RHEUMATOID  ARTHRITIS,  edited  by  John 
J.  Miller,  III,  M.D.,  Ph.D.,  PST  Publishing  Company, 
Littleton,  Massachusetts,  1979.  265  pp.  Illus.  Price 
$27.50. 

Juvenile  rheumatoid  arthritis  (JRA),  as  it  is 
referred  to  in  the  United  States,  or  juvenile  chronic 
polyarthritis  (JCP),  as  it  is  known  in  Great 
Britain,  represents  a collection  of  clinical  syn- 
dromes occuring  in  children  under  the  age  of  16. 
These  syndromes  undoubtedly  represent  diverse 
etiologies  and  pathophysiologic  mechanisms,  the 
common  denominator  being  the  clinical  expres- 
sion of  inflammatory  synovitis.  Therein  lies  the 
major  problem.  Confusing  semantics  and  empiric 
attempts  to  categorize  subsets  under  a common 
heading  (JRA)  which  suggests  a link  (which  may 
not  exist)  with  the  adult  disease  has  led  to  general 
misunderstanding  on  the  part  of  clinicians.  In 
recent  years  there  has  been  a growing  scientific 
interest  in  inflammatory  arthritis  occurring  in 
childhood,  and  with  it  has  come  a call  for  con- 
sensus in  clinical  nomenclature  and  rational  ap- 
proach to  evaluation  and  therapy.  This  volume 
attempts  to  summarize  the  current  state  of  the  art. 
Interestingly,  the  editor  has  chosen  many  junior 
authorities,  most  trained  by  the  so-called  experts, 
to  author  his  chapters  in  an  attempt  to  generate 
new  points  of  view. 

The  book  is  divided  into  two  sections:  the  first 
deals  with  basic  mechanisms,  the  second  with 
clinical  aspects.  The  first  section  is,  of  course, 


limited  by  the  general  lack  of  research  done  in  this 
area.  Furthermore,  most  chapter  references  are 
only  as  recent  as  1977 — virtually  paleolithic  given 
the  burgeoning  field  of  laboratory  immunology. 
Nevertheless,  the  major  areas  (immunopathology, 
immunogenetics,  epidemiology,  pathology)  are 
covered  fairly  and  concisely. 

The  second  section  begins  with  chapters  detail- 
ing the  currently  acceptable  JRA  “subsets”  in  the 
United  States:  systemic  onset  or  Still’s  Disease, 
polyarticular  and  pauciarticular  arthritis  and  the 
sero-negative,  HLA-B27  positive  children.  These 
last  are  felt  to  represent  yet  a different  subset  of 
children  with  arthritis.  Too  little  time  is  spent 
discussing  SLE  in  children.  An  entire  chapter  is 
appropriately  spent  on  ocular  pathology.  There 
is  a reasonable  chapter  discussing  drug  therapy 
which  remains  up  to  date  reflecting  the  lack  of 
novel  therapeutics  over  the  past  several  years. 
I was  a bit  surprised  at  the  off-hand  way  salicylate 
hepatotoxicity  was  handled.  Attention  is  also 
given  to  physical  therapy,  surgical  intervention 
and  psychosocial  aspects.  The  surgical  chapter 
does  not  discuss  foreshortening  of  the  jaw — a 
major  problem  for  which  there  has  been  remark- 
able innovative  work  done  in  recent  years. 

All  in  all,  I recommend  the  book  to  pediatri- 
cians, rheumatologists,  and  orthopedic  surgeons 
involved  with  childhood  arthritis. 

James  H.  Newman  ,M.D. 


% % % 


REPRODUCTIVE  ENDOCRINOLOGY,  INFERTILITY 
AND  CONTRACEPTION,  by  Daniel  R.  Michell,  Jr., 
M.D.,  Val  Davajan,  M.D.,  et  al,  F.  A.  Davis  Com- 
pany, Philadelphia,  1979.  578  pp.  Illus.  Price 
$35.00. 

This  textbook  is  a compilation  of  the  burgeon- 
ing fields  of  gynecologic  endocrinology,  infertility 
and  contraception  presented  in  a clear,  concise 
well-written  manner.  It  is  amply  illustrated  with 
diagrams,  tables,  and  flow  sheets  that  are  thought- 
fully prepared  and  reinforce  points  made  in  the 
text.  Michell,  Davajan,  and  eleven  other  authors, 
mainly  from  the  staff  of  USC  School  of  Medicine, 
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have  distilled  the  essence  of  the  often  confusing 
and  occasionally  conflicting  literature  and  present 
a workable  approach  to  each  problem. 

The  contents  are  divided  into  four  sections: 
Normal  Endocrinology,  Abnormal  Endocrinol- 
ogy, Infertility,  and  Contraception.  A strong  re- 
view of  current  concepts  of  basic  gynecologic  en- 
docrinology lays  the  foundation  for  understanding 
disease  processes.  The  many  contributions  of  the 
University  of  Southern  California  staff  derived 
from  solid  basic  research  and  cleverly  designed 
clinical  studies  are  thoughtfully  covered.  An  ex- 
tensive bibliography  is  included  for  each  topic. 

The  culmination  of  this  effort  is  a classic  refer- 
ence with  information  organized  into  a practical 
approach  to  problems  that  are  encountered  in 
daily  practice.  Once  the  information  in  this  work 
has  been  mastered,  current  literature  may  be 
knowledgeably  interpreted  and  used  to  build  on 
concepts  established  in  this  outstanding  founda- 
tion. 


Jeffry  I.  Komins,  M.D. 
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PATIENT  COMPLIANCE 


Fritz  A.  Freyhan,  M.D. 


One  of  the  least  discussed  problems  in  medical 
treatment  concerns  compliance  in  taking  medica- 
tion as  prescribed,  or  at  all.  According  to  the 
available  literature  in  this  country  and  abroad, 
30% -80%  of  all  patients  do  not  adhere  to  their 
medication  regimen.  A conservative  estimate 
would  be  a 50%  incidence. 

Although  the  majority  of  physicians  are  aware 
of  the  compliance  problem,  not  enough  seems  to 
be  done  to  come  to  terms  with  it.  Actually,  many 
physicians,  including  psychiatrists,  are  victims  of 
a folie  a deux:  the  patient  pretends  to  take  the 
medication  as  prescribed  and  the  physician  pre- 
tends to  believe  this.  The  reason  for  this  appears 
to  be  a reluctance  on  the  physician’s  part  to  deal 
with  the  patient’s  ambivalence  in  regard  to  drugs. 

For  the  patient  there  are  many  reasons  for  non- 
compliance.  In  many  instances  patients  are  not 
convinced  that  the  actual  or  assumed  adverse  ef- 
fects are  worth  the  therapeutic  benefits.  Just 
reading  the  Patient  Package  Insert  (PPI)  or  the 
Physician’s  Desk  Reference  (PDR)  can  unnerve 
the  staunchest  believer  in  medicinal  benefits,  since 
the  listing  of  side  effects,  common  or  rare,  lacks 
a framework  of  therapeutic  strategies.  No  drugs 
can  have  more  serious  side  effects  than  those  used 
in  the  chemotherapy  of  cancer.  Yet,  according 
to  clinical  evidence,  the  greater  majority  of  cancer 
patients  have  a very  high  compliance  rate.  This 
leaves  little  doubt  about  the  relationship  between 
compliance  and  patients’  comprehension  of  alter- 
natives. In  the  case  of  many  psychiatric  patients 
one  finds  great  fear  of  becoming  drug  dependent. 

In  psychiatric  practice  and  in  the  pharmaco- 
therapy of  depression  in  particular,  the  manage- 
ment of  noncompliance  poses  a serious,  but  only 
a partially  acknowledged,  problem.  Recent  de- 
velopments of  methods  to  monitor  drug  plasma 
levels  offer  excellent  opportunities  to  verify  com- 
pliance patterns  as  well  as  to  establish  whether 

Dr.  Freyhan  is  Editor-in-Chief,  Comprehensive  Psychiatry, 
Grune  and  Stratton  Inc.,  New  York,  New  York.  He  was  formerly 
the  Clinical  Director  and  Director  of  Research  of  the  Delaware 
State  Hospital,  and  an  ex-president  of  the  Delaware  Psychiatric 
Society. 

This  article  appeared  in  Bulletin  No.  4 of  the  International 
Committee  for  Prevention  and  Treatment  of  Depression,  December, 
1980.  It  is  reprinted  here  with  permission. 


the  doses  prescribed  achieve  therapeutic  blood 
levels.  In  the  case  of  treatment  with  lithium 
carbonate  it  is  considered  mandatory  to  monitor 
lithium  blood  levels.  If  drug  levels  are  too  low, 
lithium  does  not  exert  the  hoped-for  prophylactic 
effect;  if  levels  are  too  high  the  patient  may 
quickly  become  toxic. 

Monitoring  drug  treatment  clinically  and  by 
means  of  laboratory  tests  becomes  the  responsi- 
bility of  the  physician  who  does  not  want  to  leave 
therapeutic  results  to  the  chance  of  proper  doses 
and  assured  compliance.  The  most  frequently 
prescribed  antidepressant  drugs  are  the  tricyclics. 
Clinical  studies  provide  strongly  suggestive  evi- 
dence of  correlations  between  the  achievement 
of  therapeutic  blood  levels  and  therapeutic  results. 
Individual  patterns  of  metabolism  vary  so  widely 
that  recommended  doses  may  be  virtually  mean- 
ingless unless  it  can  be  documented  that  thera- 
peutic blood  levels  have  been  accomplished.  If 
we  assume  that  50%  of  all  patients  receiving  anti- 
depressant medications  do  not  take  them  as  pre- 
scribed, or  do  not  take  them  at  all,  we  must  take 
necessary  steps  to  transform  hoped-for  compliance 
into  actual  collaboration.  The  majority  of  pa- 
tients will  cooperate  if  the  importance  of  drug 
therapeutic  principles  is  carefully  explained  and 
regularly  reinforced.  What  should  be  avoided  in 
the  management  of  the  depressed  patient  is  any 
kind  of  confrontation  which  the  patient  perceives 
as  an  attack  on  his  honesty.  I make  it  a point 
to  give  my  patients  a copy  of  the  laboratory  re- 
port, which  we  then  go  over  together.  The  patient 
can  see  the  blood  plasma  level  in  reference  to  the 
stated  therapeutic  range.  If  the  blood  plasma 
level  is  far  below  the  minimum  therapeutic  dose 
the  patient  will  understand  why  the  medication 
is  increased.  The  report,  it  seems,  represents  an 
effective  feedback  mechanism. 

Not  infrequently,  patients  during  the  first  weeks 
of  treatment  give  a dramatic  account  of  side  ef- 
fects. When  this  happens,  many  physicians  are 
inclined  to  decrease  the  doses  to  subtherapeutic 
levels,  or  discontinue  the  medication  to  substitute 
another.  A laboratory  report  may  reveal,  how- 
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ever,  that  no  drug  is  detected.  When  the  patients 
see  the  negative  report  they  will  insist  that  they 
took  the  medicine  as  prescribed  and  reason  that 
the  side  effects  which  they  suffered  are  ample 
proof  of  it.  We  know,  of  course,  from  many 
controlled  studies  that  patients  on  placebos  show 
significant  evidence  of  side  effects  based  on  the 
anticipation  of  drug  action.  Patients  may  question 
the  reliability  of  laboratory  reports  and  leave  the 
physician  in  a dilemma  regarding  the  further 
course  of  action.  I have  had  success  with  the 
following  approach.  I explain  to  the  patient  that 
the  bioavailability  factor  of  different  brands  of 
the  same  medication  could  be  responsible  for  the 
negative  laboratory  report.  I then  ask  that  the 
patient  take  the  prescribed  24-hour  dose  of  an- 
other brand  which  I have  available.  The  patient 
agrees  and  takes  the  medicine  in  my  presence.  I 
arrange  for  the  patient  to  go  to  the  laboratory 
the  next  morning  for  another  blood  test.  Thus 
far,  the  laboratory  tests  taken  under  these  condi- 
tions have  been  invariably  positive.  It  goes  with- 
out saying  that  the  bioavailability  hypothesis  is 


more  of  a psychological  ruse  than  a pharmacologi- 
cal rationale.  Nevertheless,  it  seems  to  work  be- 
cause the  patient  now  believes  in  the  credibility  of 
the  laboratory  procedure. 

The  frequency  of  periodic  monitoring  of  drug 
blood  levels  depends  on  the  achievement  of  sus- 
tained levels  within  therapeutic  range.  In  the 
case  of  maintenance  or  prophylactic  treatment 
with  tricyclics,  a check  every  two  to  four  months 
works  well.  Aside  from  ascertaining  the  thera- 
peutic level,  the  regularly  repeated  test  reinforces 
the  patient’s  understanding  that  the  drug  thera- 
peutic regime  is  not  a mere  routine  matter  but 
a scientifically  controlled  procedure  to  assure  op- 
timal therapeutic  results. 

Many  compliance  problems  have  their  origin 
in  the  patient-physician  relationship.  These  prob- 
lems must  be  explored  and  dealt  with  in  psycho- 
therapy. But  the  magnitude  of  the  compliance 
problem  is  of  such  a proportion  that  the  achieve- 
ment of  therapeutic  results  depends  today  sub- 
stantially on  monitoring  methods. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
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There  is  an  alternative  to 
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dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor's  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


Delaware  Society  The  Delaware  Society  of  Orthopaedic  Surgeons  was  formalized  at  a dinner  meeting 

of  Orthopaedic  held  at  the  Alfred  I.  du  Pont  Institute  on  Thursday,  March  12th.  Bylaws  for  the 

Surgeons  Society  were  adopted  and  officers  for  the  ensuing  year  were  elected  as  follows:  I.  Favel 

Chavin,  M.D.,  President;  James  G.  Waddell,  M.D.,  President-Eleot;  Errol  Ger,  M.D., 
Secretary;  and  William  P.  Bunnell,  M.D.,  Treasurer.  John  T.  Hogan,  M.D.,  was  recog- 
nized as  the  previously-appointed  Councillor  to  the  American  Academy  of  Ortho- 
paedic Surgeons.  The  Society  has  begun  its  membership  with  approximately  25 
members. 


CLINICAL  NOTICES  AND  MEETINGS 


Harvard  Medical  Harvard  Medical  School,  Department  of  Continuing  Education  is  holding  a course 
School  Offers  June  10-12,  1981,  entitled  “Decision-Making  in  Clinical  Medicine.”  The  course  is 
Continuing  Medical  designed  for  clinicians  and  medical  educators  who  wish  to  learn  how  some  of  the  basic 
Education  tools  of  formal  decision  theory  may  be  used  in  medical  practice  to  improve  clinical 
judgments  and  to  make  better  use  of  clinical  information.  This  continuing  medical 
education  offering  meets  the  criteria  for  approximately  24  credit  hours  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  AMA.  For  further  information,  contact: 
the  Medical  Society  of  Delaware  at  (302)  658-7596,  or  call  the  Harvard  Medical 
School,  Department  of  Continuing  Education  at  (617)  732-1525. 


Clinical  The  Sixth  Annual  Conference  on  CLINICAL  APPLICATION  OF  HYPERBARIC 
Application  of  OXYGEN  is  scheduled  for  June  10-12,  1981,  at  the  Memorial  Hospital  Medical  Center 
Hyperbaric  Oxygen  of  Long  Beach — University  of  California,  Irvine  Center  for  Health  Education.  For 
further  information,  contact:  G.  B.  Hart,  M.D.,  Director,  Baromedical  Department, 
Memorial  Hospital  Medical  Center,  2801  Atlantic  Avenue,  Long  Beach,  California 
90801. 


Eastern  Shore  THE  EASTERN  SHORE  MEDICAL  SYMPOSIUM,  sponsored  by  the  Medical  Society 
Medical  Symposium  of  Delaware,  the  University  of  Delaware,  and  Jefferson  Medical  College,  will  be  held 
at  Rehoboth  Beach,  Delaware,  June  21-26,  1981.  Topics  include:  pulmonary  diseases, 
musculoskeletal  disorders,  non-technical  aspects  of  surgery,  cardiology,  and  infectious 
diseases.  In  addition  to  the  medical  program,  a unique  family-centered  experience 
has  been  designed  with  the  University  of  Delaware  College  of  Marine  Studies.  For 
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detailed  brochure  and  further  information,  contact:  Sylvia  Brocka,  University  of  Del- 
ware  Division  of  Continuing  Education,  2800  Pennsylvania  Avenue,  Wilmington,  Del- 
aware 19806.  Telephone:  (302)  738-8151. 


Leadership  The  National  Journal  1981  Sixth  Annual  Leadership  Conference  on  Health  Policy  will 
Conference  on  be  held  June  11-12,  1981,  at  the  Hyatt  Regency  Hotel,  Washington,  D.C.  This  year’s 
Health  Policy  theme  is  “The  Future  of  Health  Care:  Current  Policies  and  Long-term  Consequences.” 
The  conference  v/ill  examine  the  next  two  decades  of  health  care  in  the  context  of 
policy  choices  that  can  be  made  by  the  federal  government  in  the  near  term.  For  more 
information,  contact:  Barbara  Norris,  Conference  Director,  at  (202)  857-1400. 


University  of  The  University  of  Florida  presents  its  13th  Family  Practice  Review,  June  22-26,  1981, 
Florida  Family  at  The  Breakers,  Palm  Beach,  Florida.  The  program  is  planned  to  present  a compre- 
Practice  Review  hensive  review  of  recent  progress  in  ambulatory  care  and  family  practice  medicine  and 
is  designed  to  provide  current  concepts  in  medicine  with  an  emphasis  on  the  practical 
clinical  aspects.  This  program  is  directed  to  the  primary  care  physician  with  the  object 
of  updating  his  knowledge  base  in  the  fields  of  ambulatory  care  medicine,  neurology, 
antibiotics,  dermatology,  pulmonary  medicine,  hypertension,  cardiology  and  other 
selected  topics  of  interest  to  the  Family  Practitioner.  The  College  of  Medicine,  Uni- 
versity of  Florida,  certifies  that  this  continuing  medical  education  activity  meets  the 
criteria  for  25  hours  credit,  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  For  further  information,  contaot:  Bill  Rockwood,  Coordinator,  University  of 
Florida,  Continuing  Medical  Education,  Box  J-233,  JHM  Health  Center,  Gainesville, 
Florida  32610.  Telephone:  (904)  392-3143. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5'/«%  Interest  and  Regular  Checking. 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balance  falls  below  $300.  there  s a $3  00 
service  charge  for  that  month  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  &.  TatnaJI  Sts  . Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond  A 
Graytyn  Shopping  Centers  and  Dover.  Delaware 


N.O.W.  INTEREST  CHECKING 


Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W interest 
checking  actount  is  all  about  With  an 
average  monthly  deposit  of  $500.  your 
Artisans  N O W account  pays  you  5 «% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500.  there  s a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

HRTISflnS 

SHVinns  BHnK 

Member  F D 1 C 

Banking  the  Way  You  Need  It 


27$ 
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ACIP  Holds  The  American  College  of  International  Physicians  will  hold  its  annual  meeting  August 
Annual  Meeting  20-23,  1981,  at  the  Holiday  Inn,  Lakeshore  Drive,  Chicago,  Illinois.  The  four  day 
svent  will  bring  together  Fellows  of  the  College  for  their  sixth  yearly  annual  meeting, 
election  of  officers,  and  investiture  of  new  Fellows  of  the  College,  together  with  the 
holding  of  scientific  sessions  in  international  education,  ethics,  and  international  health 
field  activities.  For  further  information  contact:  The  ACIP,  Inc.,  3030  Lake  Avenue, 
Fort  Wayne,  Indiana  46805,  or  call  (219)  424-7414. 


American  Society  The  American  Society  for  Surgery  of  the  Hand  will  hold  a course  entitled  PRIMARY 
for  Surgery  of  the  CARE  OF  HAND  INJURIES,  August  20-22,  1981,  in  Brainerd,  Minnesota.  For  further 
Hand  information,  contact.  Gail  Gorman  (303)  755-4588. 


Seminar  on  September  24-26,  1981,  Children’s  Memorial  Hospital  will  be  hosting  a MULTIDIS- 
Spina  Bifida  CIPLINARY  SEMINAR  ON  SPINA  BIFIDA.  For  further  information,  contact: 
David  G.  McLone,  M.D.,  Ph.D.,  Children’s  Memorial  Hospital,  2300  Children’s  Plaza, 
Chicago,  Illinois  60614.  Telephone:  (312)  649-4373. 


Mark  your  calendar  for  the  following  National  Medical  Specialty  Society  Meetings: 

American  College  of  Colon  and  Rectal  Surgeons  will  hold  its  annual  meeting  June  7-11, 
1981,  at  The  Broadmoor,  Colorado  Springs,  Colorado. 

Society  of  Nuclear  Medicine  will  hold  its  annual  meeting  June  16-19,  1981,  at  the 
Hilton  and  MGM  Grand  Hotels,  Las  Vegas,  Nevada. 

American  College  of  Emergency  Physicians  will  hold  its  annual  meeting  September 
14-17,  1981,  at  the  Marriott  Hotel,  New  Orleans,  Louisiana. 

American  Academy  of  Otolaryngology  will  hold  its  annual  meeting  September  20-24, 
1981,  in  New  Orleans,  Louisiana. 

American  Academy  of  Family  Physicians  will  hold  its  annual  meeting  September  21-24, 
1981,  at  the  Las  Vegas  Hilton,  Las  Vegas,  Nevada. 

American  College  of  Radiology  will  hold  its  annual  meeting  September  21-25,  1981, 
at  Caesars  Palace,  Las  Vegas,  Nevada. 

American  Society  of  Internal  Medicine  will  hold  it  annual  meeting  October  2-3,  1981, 
at  the  Waldorf  Astoria,  New  York,  New  York. 


American  Society 
of  Law  and 
Medicine  Sponsors 
Conference 


The  American  Society  of  Law  and  Medicine  is  sponsoring  a conference  entitled, 
“Emergency  Medical  Services:  Responsibility  and  Accountability  in  the  80s,”  June 
17-19,  1981,  at  the  Copley  Plaza  Hotel,  Boston,  Massachusetts.  Included  among  the 
questions  to  be  addressed  by  the  speakers  are  the  following:  Who  is  accountable  when 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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a designated  trauma  center  does  not  deliver  the  proper  standard  of  care  to  a patient? 
What  are  the  options  for  emergency  health  care  funding  in  the  80s?  Application  has 
been  made  to  the  American  College  of  Emergency  Physicians  for  ACEP  Category  I 
credit  and  for  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medi- 
cal Association.  For  more  information  or  to  register,  contact:  The  American  Society 
of  Law  and  Medicine,  520  Commonwealth  Avenue,  Boston,  Massachusetts  02215. 


215th  Annual 
Meeting  of  the 
Medical  Society  of 
New  Jersey 


The  215th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey  will  be  held  in  the 
Meadowlands  Hilton  Hotel,  Secaucus,  New  Jersey,  May  16-19,  1981.  The  MSNJ  is 
cordially  inviting  out-of-state  physicians  to  attend  their  scientific  sessions.  There  is 
no  registration  fee  for  out-of-state  nonmember  physicians.  For  further  information, 
contact:  Marion  R.  Walton,  Convention  Manager,  Medical  Society  of  New  Jersey,  Two 
Princess  Road,  Lawrenceville,  New  Jersey  08648.  Telephone:  (609)  896-1766. 


Dental  Radiology  The  National  Center  for  Health  Care  Technology  is  sponsoring  a technology  assessment 
Forum  forum  entitled,  “Dental  Radiology,”  June  29-July  1,  1981,  at  the  Stouffer’s  National 

Center  Hotel,  Arlington,  Virginia.  The  forum  will  address  the  issues  related  to  ap- 
propriate and  cost-effective  use  of  diagnostic  dental  radiology.  For  further  informa- 
tion, write  to  Elaine  M.  Kokiko,  Dental  Radiology,  Moshman  Associates,  Inc.,  6400 
Goldsboro  Road,  Washington,  D.C.  20034. 


CUSHION-LIFT  CHAIRS0  The  way  to  a more  normal  life. 


ASK  ABOUT  MEDICARE  COVERAGE 


TOILET-LIFT  AND  BATH  LIFTS  ALSO  AVAILABLE. 


The  ACTIVITY  Chair 


TRADITIONAL 


RECLINER 


ORIGINAL 


THEY  HELP  ARTHRITICS,  PARKINSON  SUFFERERS  AND  OTHERS  TO  SIT  OR  STAND  WITH  EASE. 
DEMONSTRATIONS  GIVEN  IN  THE  HOME,  OFFICE,  HOSPITAL  OR  WHEREVER  DESIRED. 


EXERCISE  OF  DELAWARE,  INC. 

Distributor  for  ORTHO-KINETICS,  Inc.,  Products  of  Medical  Engineering  Science 
822  W.  Basin  Road,  New  Castle,  Delaware  19720,  Telephone  (302)  322-2003 


2$Q 
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I.M.E.C.  Seminars  The  International  Medical  Education  Corporation  is  sponsoring  CME  courses  through- 
on  Cardiovascular  out  the  United  States  and  Canada  during  1981  on  the  following  cardiovascular  topics: 
Disease  ARRHYTHMIAS  AND  CARDIAC  ISCHEMIA:  DIAGNOSIS  AND  MANAGE- 
MENT; CLINICAL  MANAGEMENT  OF  CORONARY  DISEASE  AND  EXERCISE 
TESTING;  EKG  INTERPRETATION  AND  ARRYTHYMIA  MANAGEMENT;  and 
CARDIAC  REHABILITATION.  Each  offering  meets  the  criteria  for  13  credits  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  AM  A and  for  13  prescribed 
hours  by  the  American  Academy  of  Family  Physicians  and  is  approved  by  the  Ameri- 
can Osteopathic  Association.  For  further  information  concerning  these  offerings, 
contact:  I.M.E.C.,  64  Inverness  Drive  East,  Englewood,  Colorado  80112,  or  call  (toll 
free) : 800-525-8646. 


Symposium  on  A symposium  on  cardiomyopathies  will  be  held  Wednesday,  June  3,  1981,  at  the 
Cardiomyopathies  Baltimore  Convention  Center,  One  West  Pratt  ^Street,  Baltimore,  Maryland.  This 
offering  has  been  approved  for  5V2  credit  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association.  For  further  information,  contact: 
Mrs.  Michaeline  Silverstein,,  American  Heart  Association,  Maryland  Affiliate,  P.O. 
Box  17025,  Baltimore,  Maryland  21203.  Telephone:  (301)  685-7074. 


Hypertension  and  Hypertension  and  Stroke — An  Update  on  Recent  Developments  will  be  offered  Thurs- 
Stroke — An  Update  day,  June  18,  1981,  at  the  Montebello  Hospital  Center,  2201  Argone  Drive,  Balti- 
more, Maryland.  The  seminar  meets  the  criteria  for  6 credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association.  For  further  in- 
formation, contact:  Mrs.  Michaeline  Silverstein,  American  Heart  Association,  Mary- 
land Affiliate,  P.O.  Box  17025,  Baltimore,  Maryland  21203.  Telephone:  (301)  658- 
7074. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


J.A. 


m 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 


201  Pine  Street 


629-5585 

(Toll  Free)  856-3247 


<~Pr evident* 6 t^age 


WHAT  COULD  HAPPEN  TO  THE  GENERAL  AND  MEMORIAL? 


One  of  the  major  problems  contributing  to  the 
difficulty  in  resolving  the  Plan  Omega  problem 
is  the  concern  of  many  people  in  the  City  of 
Wilmington  with  what  will  happen  with  the  build- 
ings now  occupied  by  the  General  and  the  Mem- 
orial Divisions  if  Plan  Omega  takes  place.  In 
view  of  the  fact  that  there  are  some  real  medical 
needs  not  being  met  in  the  community,  it  seems 
opportune  to  make  several  suggestions  through 
this  forum.  One  of  the  major  cost  items  in  the 
community  is  the  number  of  patients  in  the  acute 
general  hospitals  who  are  waiting  for  extended 
care  help.  One  suggestion  would,  therefore,  be 
the  utilization  of  the  General  or  the  Memorial  as 
an  extended  care  facility  as  an  upstate  Delaware 
Hospital  for  the  Chronically  111,  either  directly 
or  indirectly  under  state  auspices. 

There  is  little  doubt  that  the  demand  for  chronic 
disease  beds  is  much  greater  than  the  capacity, 
particularly  in  Smyrna  and  at  Bissell  where  there 
are  frequently  as  many  as  100  people  on  the  wait- 
ing lists.  Although  it  would  be  an  additional  ex- 
pense to  the  state  to  support  more  chronic  dis- 
ease patients,  costs  to  the  community  as  a whole 
would  be  less,  since  people  in  the  community  are 
now  paying  extra  Blue  Cross  rates  to  enable  many 
extended  care  patients,  particularly  those  with 
limited  insurance,  to  stay  at  the  acute  hospitals 
in  the  state.  I am  sure  that  one  can  justify  a little 
more  tax  money  going  to  support  less  costly  care 
as  opposed  to  money  coming  out  of  the  same 
pocket  to  support  care  in  the  more  expensive 
acute  care  hospitals. 

There  are  other  advantages  for  having  a state- 
supported  chronic  disease  unit  in  Wilmington, 
either  under  contract  or  operated  by  the  state. 


It  would  make  it  possible  for  many  families,  par- 
ticularly the  economically  disadvantaged,  to  place 
ill  members  in  an  institution  closer  to  their  homes, 
as  Wilmington  is  closer  to  most  people  who  live 
in  New  Castle  County  in  the  area  above  the  Canal. 

Furthermore,  the  additional  professional  ser- 
vices available  in  Wilmington — clinics,  diagnostic 
facilities,  etc. — in  acute  care  centers  close  by 
should  reduce  the  costs  of  supporting  elaborate 
independent  facilities.  Additionally,  professional 
help,  physicians  and  other  support  providers, 
would  be  more  readily  available,  even  if  only  on 
a part-time  basis.  Hospice  care,  particularly  for 
those  who  have  inadequate  financial  resources, 
could  be  supported  more  readily  through  a state- 
supported  chronic  disease  center  than  through 
the  acute  care  hospitals. 

Utilization  of  the  General  or  Memorial  Division 
as  a facility  for  extended  care  would  seem  to  be 
a positive  effect  of  Plan  Omega  on  health  care 
for  the  economically  limited  citizens  of  Wilming- 
ton and  New  Castle  County.  This  suggestion  is 
a personal  one  but  one  which  should  merit  con- 
sideration by  the  Wilmington  Medical  Center  and 
the  residents  of  the  Wilmington  area.  Because 
the  establishment  of  such  care  facilities  could  be 
done  without  the  expenditure  of  large  amounts 
of  capital  funds,  it  should  be  appealing  to  those 
interested  in  better  care  and  less  cost  for  our  aging 
population.  I hope  that  those  who  are  involved 
and  concerned,  and  I know  that  many  in  Wilming- 
ton are,  with  the  apparent  loss  of  hospital  beds 
as  a result  of  Plan  Omega,  might  have  other  ideas 
for  utilization  of  the  buildings  now  occupied  by 
the  General  and  the  Memorial  Divisions.  I 
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wonder  about  the  need  for  an  alcohol  rehabilita- 
tion unit  or  for  mental  health  outpatient  facilities, 
particularly  ones  that  would  be  tied  in  with  acute 
medicine.  A state  service  center  in  the  center  of 
the  city  instead  of  in  the  outskirts  could  provide 
the  opportunity  to  consolidate  and  coordinate  the 
various  state  health  care  offices.  State  services 
in  addition  to  health  might  also  be  included  in 
the  center.  The  possibility  of  a low-cost  resi- 
dential facility  for  the  aged  should  not  be  over- 
looked. I would  hope  that  the  Medical  Center 
would  consider  soliciting  suggestions  from  indi- 
viduals as  well  as  community  leaders  and  organi- 
zations for  other  types  of  services  which  are 
needed  and  might  well  be  provided  by  one  or  two 
of  these  units  which  may  be  rendered  if  Plan 
Omega  goes  into  effect. 


Robert  W.  Frelick,  M.D. 
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When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
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DOUBLE  CONGENITAL  FISTULAE  BETWEEN 
ESOPHAGUS  AND  TRACHEOBRONCHUS 
IN  THE  ADULT 


Allen  Davies,  M.D. 
Mustafa  Oz,  M.D. 
Floro  Resurreccion,  M.D. 


The  case  of  a 61 -year-old  black  man  with  con- 
genital double  esophago-airway  fistulae  is  pre- 
sented. The  patient’s  only  symptom  was  severe 
coughing  spells  when  drinking  liquids.  He  gave 
no  history  of  tuberculosis,  tumor,  or  lye  ingestion. 
Esophagoscopy  was  entirely  normal;  the  definitive 
diagnosis  was  made  by  barium  swallow.  At  sur- 
gery two  esophago-airway  fistulae,  one  to  the 
trachea  and  the  second  to  the  right  main  stem 
bronchus,  were  found.  Each  fistula  was  seven 
mm  in  diameter  and  one  and  one-half  cm  in 
length.  Both  fistulae  were  suture  ligated  in  con- 
tinuity and  divided,  and  a pleural  path  was  placed 
between  the  trachea  and  esophagus.  Histologic- 
ally, the  fistulae  showed  squamous  epithelium  and 
fibromuscular  walls. 

The  postoperative  course  was  uneventful  and 
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Dr.  Oz  is  Clinical  Professor  in  the  Department  of  Surgery  of 
Jefferson  Medical  College,  and  a Senior  in  the  Section  of  Thoracic 
Surgery,  Department  of  Surgery,  Wilmington  Medical  Center. 
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ciate, Section  of  Gastroenterology,  Wilmington  Medical  Center. 
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the  patient  was  entirely  asymptomatic  when  lost 
to  follow-up  after  three  years. 

Double  Congenital  Fistulae  Between  Esophagus 
and  Tracheo-Bronchus  in  the  Adult 

Congenital  csophago-tracheobronchial  fistulae 
without  esophageal  atresia  (H-type)  in  adults  has 
been  reported  sporadically  in  the  past.1-5’6-7-8*11-12 
These  cases  were  of  a single  fistula  presenting 
primarily  with  pulmonary  suppuration  or  bronchi- 
ectasis. Drescher  and  Polski3  reported  a patient 
with  fistulae  in  1967.  Our  patient  represents  the 
second  reported  esophago-tracheobronchial  dou- 
ble fistulae  in  an  adult. 

Case  Report 

The  patient,  a 61 -year-old  male,  had  been  well 
until  six  months  prior  to  admission  when  he 
started  to  notice  spells  of  coughing  and  choking 
while  drinking  liquids.  Solid  food  did  not  cause 
these  symptoms.  The  patient  sought  medical  ad- 
vice when  the  symptoms  progressed.  He  had  no 
past  history  of  lye  ingestion,  tuberculosis,  radia- 
tion, weight  loss,  or  dysphagia.  He  admitted  to 
high  blood  pressure  in  the  past,  a single  episode 
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of  hemoptysis  two  years  prior  to  admission  when 
he  developed  a severe  bronchitis,  and  a minor 
auto  accident  in  1963  which  was  followed  by  low 
back  pain.  He  was  a social  drinker  and  smoked 
less  than  one  pack  of  cigarettes  a day.  His  family 
history  revealed  maternal  diabetes. 

The  physical  examination  showed  a well-de- 
veloped, well-nourished  black  man  with  a blood 
pressure  of  180/130  and  temperature  of  36. 9C. 
Chest  examination  was  clear  and  the  heart  sounds 
were  normal.  The  remainder  of  the  physical  ex- 
amination was  normal.  Laboratory  studies  re- 
vealed normal  CBC,  urinalysis,  serum-electro- 
lytes, and  SMA-12  tests.  The  electrocardiogram 
was  normal.  Chest  x-ray  showed  no  evidence  of 
pneumonia  or  infiltrate.  Barium  swallow  showed 
flow  of  contrast  material  into  the  tracheobronchial 
tree  at  two  locations.  (Figure  1)  Esophagogas- 


troscopy  and  bronchoscopy  failed  to  demonstrate 
fistulous  openings. 

With  a pfeoperative  diagnosis  of  esophago- 
tracheobronchial  fistula  of  unknown  etiology,  the 
patient  was  subjected  to  right  thoracotomy.  Two 
fistulous  tracts  were  found,  but  no  evidence  of 
old  infection,  lymphadenopathy,  or  cancer.  Each 
fistula  was  seven  mm  in  diameter  and  one  and 
one-half  cm  long.  The  first  fistula  connected  the 
esophagus  and  trachea  at  right  angles  at  the  level 
of  the  carina;  the  second  fistula  was  located  one 
inch  below  the  first  and  connected  the  esophagus 
with  the  right  main  stem  bronchus.  (Figure  2) 
Both  fistulous  tracts  were  suture  ligated  in  con- 
tinuity close  to  their  origins  with  3 (O)  Prolene 
(a  monofilament  suture)  and  excised.  Each 
structure  showed  a squamous  epithelial  lining 
with  a fibromuscular  wall  on  histologic  examina- 
tion. 


FIGURE  1 


Oblique  view  of  esophagogram  shows  right  bron- 
chial trees  with  two  locations  of  dye  extravasation 
via  fistulae  tracts. 


FIGURE  2 

Two  tubular  structures  between  esophagus  and 
tracheo-bronchus  tree. 
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The  patient’s  postoperative  course  was  unevent- 
ful. At  discharge  on  the  eighth  postoperative 
day,  he  had  no  difficulty  in  swallowing  either  solid 
or  liquid  food. 

Discussion 

Esophago-tracheobronchial  fistulae  in  the  adult 
is  most  often  the  result  of  malignant  disease  of 
the  esophagus,  bronchial  tree,  thyroid,  or  medias- 
tinal lymph  nodes.  Benign  fistulae  are  rare.  Ap- 
proximately two  thirds  of  benign  acquired  fistulae 
are  due  to  infection,  the  remainder  are  caused  by 
trauma.  The  congenital  nature  of  a fistula  may 
be  assumed  if  there  is  no  evidence  of  past  or 
present  inflammation  in  proximity  to  the  fistulous 
tract,  if  there  are  no  adherent  lymph  nodes,  and 
if  there  is  a mucosa  and  muscularis  mucosa  in 
the  fistulous  tract  itself. 

In  this  patient,  the  absence  of  inflammation  in 
the  area  of  the  fistulae  made  dissection  of  these 
tracts  simple  and  excluded  previous  inflammatory 
causes  of  the  lesions.2  Since  no  evidence  of  ma- 
lignant disease  was  found  at  surgery,  nor  in  the 
following  three  years,  this  case  fits  well  into  the 
above  criteria  for  congenital  esophago-airway 
fistulae.  No  double  congenital  esophago-airway 
fistulae  have  been  reported  in  the  English  litera- 
ture. However,  E.  Drescher  and  Polski3  de- 
scribed a case  from  Poland  in  1967. 

Most  patients  with  fistulae  present  with  chronic 
recurrent  pneumonia,  hemoptysis,  or  symptoms 
of  chronic  pulmonary  infection.  Our  patient 
complained  only  of  coughing  when  drinking 
liquids  and  had  no  complaints  with  solid  food. 
He  had  no  evidence  of  pulmonary  suppuration, 
as  evidenced  by  a normal  chest  x-ray  and  normal 
physical  findings  in  the  chest. 

There  are  several  theories  regarding  the  reasons 
that  the  symptoms  from  a fistula  may  be  delayed 
until  adult  age.  The  reasons  include:  the  presence 
of  a membrane  which  ruptures  at  an  adult  age 
(Jackson  and  Coats);2  proximal  fold  of  esopha- 
geal mucosa  initially  occupying  the  orifice,  but 
subsequently  becoming  less  mobile,  thus  allowing 
flow  through  the  fistula  (Negus);2  esophageal 
mucosa  which  is  usually  pulled  into  the  fistula 
upon  swallowing  due  to  a downward  movement 
of  the  esophagus  thereby  preventing  food  parti- 


cles entering  the  fistula,  but  can  no  longer  do  so 
when  the  area  becomes  immobilized  due  to  recur- 
rent pneumonia  with  resultant  fixation  (Mullard 
1954). 4 

Specific  preoperative  etiologic  diagnosis  is  very 
difficult  since  a fistula  of  any  etiology  will  give 
the  typcial  symptoms  of  coughing  after  swallowing 
liquids,  postural  aspiration  (mainly  inability  to 
lie  right  side  down  at  night),  and  symptoms  of 
pulmonary  suppuration. 

The  definitive  diagnostic  test,  however,  is  a bar- 
ium or  gastrographin  swallow  which  demonstrates 
spill-over  into  the  tracheobronchial  tree.  A bron- 
chogram  may  be  helpful  to  determine  any  de- 
stroyed area  of  lung  so  that  during  thoracotomy 
resection  can  be  carried  out  if  needed.  As  was 
true  in  our  patient,  endoscopy  is  not  usually  help- 
ful in  establishing  the  diagnosis  but  is  helpful  if 
malignancy  is  the  cause. 

Treatment  consists  of  complete  resection  of 
the  fistulous  tract.  A pleural  patch  may  be  help- 
ful if  the  esophagus  and  tracheobronchial  tree  are 
in  close  proximity.  Resection  of  lung  parenchyma 
is  required  if  it  has  been  destroyed  by  chronic 
infection. 


Summary 

A 61 -year-old  black  male  with  a double  con- 
genital fistulae  between  the  esophagus  and  the  air- 
way has  been  reported.  His  symptoms,  diagnosis, 
and  therapy  of  this  case,  as  well  as  comparison 
with  the  single  case  previously  reported,  have 
been  discussed. 
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THE  PROLONGATION  OF  LIFE 


William  J.  McKeefery,  Ph.D. 


The  potential  to  extend  life  has  been  broadened 
in  recent  years  by  new  knowledge  about  diseases 
and  by  new  techniques  that  support  life  pro- 
cesses. At  the  turn  of  the  century,  infant  mor- 
tality contributed  in  large  part  to  limited  life 
span.  With  major  improvements  in  life  expect- 
ancy in  the  early  years,  the  emphasis  has  shifted 
to  prolongation  of  life  in  the  latter  years.  Killer 
diseases  have  been  identified  and  researched  in- 
tensively. Intensive  care  units  stretch  out  the 
twilight  zone  of  life.  Health  maintenance  or- 
ganizations attempt  through  early  identification 
and  therapy  to  prolong  life. 

For  the  purpose  of  providing  the  widest  per- 
spective possible  for  discussion,  I will  group  the 
efforts  to  prolong  life  into  five  categories:  natural 
means,  extraordinary  means,  replacement  of  es- 
sential parts  of  the  body,  slowing  down  the  aging 
process,  and  genetic  intervention. 

Oliver  Wendell  Holmes  once  noted  that  a per- 
son’s mind  stretched  by  a new  idea  can  never 
return  to  its  original  dimensions.  The  stretching 
of  longevity  must  be  critically  evaluated  in  terms 
of  other  dimensions:  the  costs  involved,  religious 
principles,  individual  circumstances,  overpopula- 
tion, and  informed  consent.  The  natural  means 
for  prolonging  life  is  not  new.  Sage  advice  has 
always  abounded,  including  recommendations  for 
dietary  recipes,  austerity  and  exercise,  attainment 
of  inner  peace,  and  even  choice  of  the  right  an- 
cestors. As  in  most  folk  advice  there  are  elements 
of  truth  in  all  of  these.  Evidence  is  mounting 
from  studies  of  Harvard  graduates  that  regular 
vigorous  exercise  does  make  a difference  in  life 
span.  A University  of  Pennsylvania  Medical 
School  study  is  investigating  the  diet,  exercise, 

Dr.  McKeefery,  who  served  during  World  War  II  as  a Nary 
Chaplain,  is  currently  a professor  in  the  Department  of  Philosophy 
at  William  Paterson  College,  Wayne,  Pennsylvania. 


alcohol  consumption,  and  mental  stress  among  its 
graduates.  The  connection  between  type  A per- 
sonalities and  the  incidence  of  heart  attacks  seems 
well  founded. 

Good  quality  residential  care  for  the  elderly 
can  reduce  accident  risk  but  not  necessarily  in- 
crease the  desire  to  be  alive.  We  are  just  learn- 
ing to  document  the  large  variety  of  motivational 
and  situational  parameters  that  have  to  do  with 
longevity.  Physicians  are  a part  of  this  because 
they  are  trusted  in  diagnosis  and  prognosis. 

Studies  of  long-lived  individuals  in  the  half 
dozen  places  around  the  world  where  many  live 
to  over  a hundred  years  of  age  turn  up  three 
recurrent  conditions:  a favorable  genetic  inherit- 
ance of  long-lived  ancestors;  regular  exercise, 
usually  in  the  form  of  a socially  accepted  task; 
and  a place  of  importance  in  the  family  and  com- 
munity which  gives  them  pride.  Diet,  smoking 
habits,  and  calorie  consumption  vary  widely. 
Tasks  such  as  goat  herding,  bicycle  riding,  and 
storytelling  seem  to  reinforce  the  belief  that  in 
old  age  it  is  socially  acceptable  to  continue  joy- 
ously in  the  competition  of  the  game  of  life. 

Fitness  has  become  a cult.  We  have  devotees 
of  jogging,  health  spas,  organic  foods,  and  medi- 
tation, to  mention  just  a few.  The  amount,  not 
all  of  which  may  be  prudent,  spent  on  vitamins 
and  sports  equipment  is  one  measure  of  the  desire 
to  remain  in  good  health.  It  may  also  occur  to 
some  that  many  retirement  annuities  continue  for 
as  long  as  you  live,  so  that  the  greatest  bargain 
in  a lifetime  is  to  live  twice  as  long  as  the  13 
years  predicted  after  age  65. 

Natural  Means 

The  first  category  is  to  prolong  life  by  natural 
means.  The  level  of  health  awareness  is  rising 
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and  the  variety  of  measures  to  prolong  healthy 
life  is  increasing.  One  strategy  is  increased  aware- 
ness and  response  to  early  warning  signals  of 
danger.  Yet  to  come,  I suppose,  is  a computer 
printout  of  your  own  best  womb-to-tomb  path 
to  longevity. 

Extraordinary  Means 

The  next  category  of  means  to  prolong  life, 
the  use  of  extraordinary  means,  is  the  central 
focus  of  our  topic  because  it  connotes  the  use  of 
artificial  means.  Unnatural  treatment  has  also 
been  used  to  describe  this  category.  Intensive 
care,  expensive  and  exotic  treatments,  even  dan- 
gerous treatments,  in  which  the  chance  for  cure 
is  low,  fall  within  this  class.  Assistance  given 
to  people  whose  hearts  or  lungs  have  failed  them 
may  keep  them  functioning,  if  barely,  for  pro- 
longed periods.  These  periods  are  now  sufficient- 
ly long  that,  for  some,  new  definitions  of  death 
are  required.  This  new  zone  of  “life  after  natural 
life”  has  outrun  the  British  definition  of  death  as 
the  cessation  of  bodily  functions,  and  has  ushered 
in  the  Harvard  definition  of  “two  successive  flat 
electroencephalograms  in  a 24-hour  period.” 

The  ICU  has  not  only  become  the  arena  for 
preservation  of  life,  but  also  a legal  frontier.  Set- 
tlement of  estates  often  depends  on  who  was  the 
first  to  die  when  a couple  is  involved  in  an  acci- 
dent; the  order  of  death  can  now  be  altered  by 
selective  treatment. 

At  another  level  of  care,  patients’  lives  may  be 
extended.  There  are  crises  centers  dealing  with 
attempted  suicides,  drug  overdoses,  and  physically 
abusive  treatment.  There  are  rescue  squads 
whose  prompt  response  to  highway  and  other 
emergency  situations  may  sustain  life  until  hos- 
pital care  is  reached.  Beyond  the  paramedic 
are  the  more  sophisticated  help  of  the  psychia- 
trist and  other  medical  specialists  and  a host  of 
other  facilities  with  expensive  electronic  equip- 
ment to  effect  diagnosis  and  therapy.  Yet  with  all 
this  new  help,  which  is  usually  expensive  and 
serves  only  a few,  the  average  life  span  of  the  adult 
male  in  the  US  is  only  four  years  longer  than  his 
grandfather’s.  On  the  other  hand,  it  is  only  fair  to 
note  that  conditions  of  risk  in  a mechanized  so- 
ciety may  be  greater;  ie,  highway  accidents  and 
the  quality  of  life  within  this  approximately  equal 


life  span  may  be  much  improved.  The  fact  re- 
mains that  we  have  succeeded  in  prolonging  life 
only  somewhat  by  our  rather  expensive  extraor- 
dinary means. 

Replacement  of  Essential  Parts 

The  third  category,  replacement  of  defective 
but  essential  parts  of  the  body,  is  a broad  one. 
Reconnection  of  severed  nerves  restores  function 
and  indirectly  contributes  to  the  patient’s  lon- 
gevity. When  one  lists  the  variety  of  parts  of  the 
human  body  for  which  substitutes  can  be  made, 
the  length  of  the  list  causes  one  to  speculate  on 
the  time  when  a person  may  be  made  up  of  more 
replacement  parts  than  original  ones.  Some  of 
the  new  materials  can  last  more  than  a lifetime, 
and  it  is  not  impossible  to  think  of  replacement 
units  that  are  more  effective  than  the  natural 
counterparts,  such  as  gold  in  teeth  and  stainless 
steel  used  in  orthopedic  surgery.  Electronic  con- 
trols and  nuclear  power  sources  for  hearing,  heart 
pacing,  and  dialysis  give  promise  of  substitutions 
that  are  even  better  than  the  original.  Transplants 
are  still  much  of  a trade-off  in  terms  of  prolonga- 
tion of  life;  the  extra  years  are  few  but  their 
quality  has  improved.  The  problems  of  rejection, 
reduced  immunity  to  infections,  and  the  necessity 
of  a living  donor  limit  the  full  benefits  that  can 
be  foreseen.  Ultimately  the  question  may  become: 
which  life  is  being  prolonged,  that  of  the  recipient 
or  of  the  replacement  organs? 

Slowing  Down  the  Aging  Process 

This  fourth  category,  efforts  to  slow  down  the 
aging  process,  is  a bit  controversial  both  in  defi- 
nition and  method.  It  has  some  of  the  appearance 
of  a cult.  There  are  those  who  believe  massive 
doses  of  vitamin  E encourage  longer  cell  life. 
There  are  those  who  recommend  techniques  which 
freeze  a body  instantly  to  a very  low  temperature, 
allowing  it  to  be  held  free  of  decay  until  cures 
for  its  maladies  are  discovered.  There  are  also 
those  who  by  the  practice  of  discipline  and/or 
drugs  would  slow  down  the  pace  of  the  body,  in 
a kind  of  hibernation,  in  order  to  prolong  life. 

There  is  yet  no  evidence  that  a frozen  body 
can  be  successfully  revived,  although  recently 
frozen  blood  has  thawed  safely  and  plastic  substi- 
tutes for  blood  have  been  used.  All  these  tech- 
niques beg  the  question  of  prolonging  life.  Some 
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argue  that  slowing  down  life  processes  is  not 
really  extension:  if  the  heart  has  only  so  many 
beats  in  a lifetime,  does  it  really  matter  if  they 
are  used  up  slowly  in  yoga  procedures  or  rapidly 
in  strenuous  exercise?  It  also  increases  the  sug- 
gestion that  a leisurely  life  with  much  inaction, 
such  as  frequent  naps,  will  be  longer  than  the 
frenetic  life  which  burns  out  in  a lesser  time 
period.  Although  we  have  not  yet  found  Rip 
Van  Winkle’s  secret  of  a 20-year  sleep,  we  seem 
to  be  grasping  the  wisdom  of  deceleration  of  ac- 
tivities as  a means  to  slow  down  the  aging  process. 

Genetic  Intervention 

Almost  as  fanciful  is  the  fifth  category,  genetic 
intervention.  The  specific  technique  of  cloning 
is,  in  effect,  a “stop  order”  in  the  genetic  evolu- 
tionary process  of  natural  breeding,  substituting 
in  its  stead  a laboratory  planned  duplication  of  the 
same  individual.  This  short-circuiting  of  the 
evolutionary  process  can  reproduce  an  identical 
copy  at  a later  time.  It  is  imperfect  as  a means 
of  prolonging  higher  life  form  because  there  is 
no  way  for  the  personal  experiences  accumulated 
in  the  original’s  brain  to  be  replicated  in  the 
copy’s.  It  raises  the  question  as  to  what  it  is  that 
we  wish  to  prolong,  the  memories  of  life  or  the 
continuity  of  a personal  identity.  Perhaps  the 
memory  of  the  original  organism  would  become 
anachronistic  and  a burden  even  if  it  could  be 
transplanted.  Cloning  brings  up  anew  the  cen- 
turies’ old  argument  about  mind  versus  body.  If 
in  the  future  we  could  take  the  best  of  stored 
wisdom  from  one  individual  and  use  it  as  a re- 
placement part  in  another,  we  would  achieve  a 
new  definition  of  what  it  is  to  be  human  and  what 
is  the  length  of  one  life. 

Prolongation  of  life  by  any  of  these  means 
raises  a number  of  questions  that  go  far  beyond 
techniques  and  feasibility.  Why  prolong  life? 
What  is  the  fair  share  of  life  one  person  should 
rightfully  expect?  What  lies  beyond  life?  Is  it 
better  to  kill  someone  (active  euthanasia)  or  to 
permit  him  to  die  (passive  euthanasia)?  As  ex- 
penses for  extraordinary  treatment  rise,  who 
should  be  served  first  if  scarcity  of  resources  pre- 
vents treatment  for  all? 

Let  us  take  a closer  look  at  some  of  these  ques- 
tions, not  so  much  to  find  answers  as  to  frame 


them  better.  Beyond  the  question,  “Why  pro- 
long life?”  is  the  natural  inquiry,  “How  much  life 
is  enough?”  To  any  one  individual,  a happy  and 
fulfilled  life  is  enough.  To  society,  the  world  is 
a crowded  place  where  some  must  die  to  make 
room  for  others.  Many  now  live  to  see  a third 
generation  beyond  their  own  bom.  How  much 
overlap  of  generations  is  desirable?  In  socialist 
communities  as  well  as  capitalistic,  the  contribu- 
tion of  the  individual  to  the  good  of  the  whole 
is  important.  For  the  person  who  lives  to  70,  40 
years  of  work  is  an  acceptable  ratio  of  contribu- 
tion to  support.  If  life  spans  went  to  140,  would 
40  years  of  work  be  enough?  Do  those  who  plan 
to  prolong  life  plan  on  a work  period  twice  as 
long  if  longevity  is  doubled? 

There  is  a subtle  metronome  ticking  away  with- 
in us  that  seems  timed  to  our  own  generation’s 
orchestration.  Long  association  with  age  cohorts 
gives  a feeling  of  some  comfort  and  becomes  the 
standard  of  a normal  life.  When  they  all  have 
died,  the  hearty  survivor  may  be  proud  of  him- 
self but  also  lonely.  It  is  not  easy  to  enter  into 
the  affairs  of  another  generation.  Society  care- 
fully schedules  class  reunions  by  age  and  tags 
grandparents  with  different  tasks.  The  definition 
of  an  optimist  as  a man  of  90  who  marries  and 
builds  a three-bedroom  home  near  a school  be- 
comes hollow.  In  truth,  we  all  label  people  in 
terms  of  their  life  expectancy  and  treat  them  ac- 
cordingly. 

A 200-year-old  person  would  require  consider- 
able reorientation  and  so  would  our  society.  Like 
a transplant,  he/she  could  easily  be  rejected. 
True,  there  might  be  greater  acceptance  of  the 
aged  if  elder  individuals  were  not  prone  to  deterio- 
rating conditions  in  the  later  decades  of  life. 
Feebleness  and  senility  are  not  always  tolerated 
by  the  swift.  This  intolerance  is  perceived  by  the 
elder  person;  at  some  point  the  burden  of  his  own 
trailties  and  the  nudges  of  a hurrying  world  cur- 
tail desire  to  live  forever.  Were  the  world  not 
so  full  of  people,  the  pace  of  life  less  hectic,  the 
family  more  extended,  and  the  demise  more  like 
the  wonderful  one-horse  shay  or  the  grandfather’s 
clock  that  worked  perfectly  for  100  years  and 
then  suddenly  stopped,  self-interest  in  prolonging 
life  might  be  stronger. 

Cultures  and  religious  beliefs  differ  as  to  how 
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important  prolongation  of  life  is.  They  often 
have  much  to  say  about  what  is  on  the  other  side. 
In  spite  of  the  spate  of  books  on  “near  death,” 
depicting  the  passage  as  a warm  friendly  encoun- 
ter with  a tunnel  and  light  and  floating  sensations, 
no  one  really  knows  what  is  on  the  other  side. 
Some  believe  there  is  nothing.  Others  agree  with 
Socrates,  who  said,  “Whether  it  is  better  to  live 
or  die,  God  only  knows,”  and  clearly  admit  they 
do  not  know.  For  a great  many,  there  is  the 
hope  for  a better  existence  after  death.  Yet  sui- 
cide and  martyrdom  remain  but  minor  overall 
causes  of  death. 

The  culture  of  Japan  emphasizes  the  mingling 
after  death  of  the  natural  elements  of  the  body 
with  the  elements  of  the  earth  in  an  impersonal 
and  cosmic  reunion.  An  individual  has  little  rea- 
son to  shorten  or  prolong  a life.  Eastern  religions 
which  believe  in  reincarnation  see  the  continuity 
of  life  in  rebirth.  The  Christian  tradition  sees  one 
life  as  an  important  preparation  for  another  life 
that  is  forever.  To  prolong  life  is  of  small  con- 
sequence to  the  vastness  of  eternity. 

What  is  the  drive  of  desire  to  prolong  life? 
Hedonists  say  they  enjoy  life  and  want  as  much 
of  its  sweetness  as  they  can  get.  Watson  in  his 
book,  The  Selfish  Gene,  sees  the  compelling  force 
to  replicate  one’s  kind  as  a major  drive  after  which 
the  further  prolongation  of  life  is  less  important. 
For  many  thoughtful  people  who  are  aware  of  the 
millions  of  years  of  life  before  theirs  and  the  mil- 
lions of  years  of  life  to  follow,  their  brief  span  of 
70  years  is  precious  and  not  easily  foregone. 
Educated  humans  may  be  the  only  speoies  to  sense 
this  nersoective  and  to  treasure  life  as  long  as 
their  minds  and  bodies  can  function.  It  is  easy 
to  feel  insignificant,  yet  myths  about  becoming 
like  the  gods  and  living  forever  persist.  The 
Greeks  saw  the  gods  destroying  men  by  making 
them  drunk  with  power  (to  live  forever).  Freud 
saw  this  as  the  ultimate  opiate. 

There  are  at  least  three  ways  we  can  respond 
to  our  role  in  modifying  the  length  of  a life.  We 
can  hasten  the  end  of  a life  by  active  euthanasia, 
a process  considered  as  murder.  We  can  avoid 
intervention  and  by  remaining  inactive  practice 
what  is  called  passive  euthanasia.  We  can  seek 
to  prolong  life.  The  American  Medical  Associ- 
ation rejects  the  intentional  termination  of  the 


life  of  a human  being  but  allows  in  certain  cases 
the  cessation  of  treatment  without  regarding  such 
cessation  of  treatment  as  the  intentional  ending 
of  a life.  Morality  points  out  that  one  should 
practice  the  latter  rather  than  the  former.  But 
is  active  euthanasia  always  worse  than  passive? 
Thoughtful  consideration  has  recently  been  given 
to  this  question;  one  reasoned  point  of  view  is  that 
the  particular  circumstances  surrounding  the  case 
weigh  more  heavily  than  any  formal  distinction 
between  passive  and  active  euthanasia. 

To  illustrate  that  circumstances  are  the  pre- 
dominant variable,  consider  the  case  of  Jones 
versus  Smith.  Jones  is  a patient  who  needs  a 
heart  transplant  and  will  die  in  two  hours  without 
the  transplant.  Smith  had  one  kidney  removed 
and  the  other  is  diseased.  He  also  needs  a trans- 
plant and  will  die  in  four  hours  without  it.  The 
options  are:  active  euthanasia,  kill  Smith  to  save 
Jones,  or  passive  euthanasia,  let  Jones  die  and 
use  his  kidney  to  save  Smith. 

Many  would  say  option  two  is  better.  Dinello 
argues  that  this  is  not  necessarily  the  case,  be- 
cause if  in  letting  Smith  die  we  cause  him  excru- 
ciating pain  then  that  option  can  be  as  bad  or 
even  worse  than  the  outright  taking  of  the  life.4 
If  we  allowed  a person  to  die  by  drowning  because 
we  were  afraid  to  risk  our  own  life,  or  because 
we  allowed  lifesaving  equipment  to  get  into  dis- 
repair, then  the  difference  between  the  two  is 
small.  If  we  take  it  one  step  further,  and  hide 
the  life  preserver,  then  passive  euthanasia  is  only 
a covert  form  of  active. 

Philippa  Foot  tries  to  focus  on  this  distinction 
between  killing  and  letting  die  by  means  of  an 
imagined  machine  she  calls  the  diabolical  ma- 
chine, which  has  a real  life  parallel  with  some 
hostage  situations  and  also  with  the  inexorable 
workings  of  incurable  illnesses.8  John  and  Mary 
are  both  contained  in  a sealed  machine  which  is 
programmed  so  that  if  you  push  a button,  John 
will  die  and  Mary  will  be  released.  If  you  do 
nothing  at  all,  Mary  will  suffocate  but  John  will 
be  released.  What  would  you  do?  At  first  glance 
it  seems  best  to  do  nothing.  To  intervene  would 
be  to  kill  John.  Yet  not  to  intervene  would 
amount  to  the  killing  of  Mary.  The  circumstances 
have  been  weighted  almost  equally  for  each  op- 
tion. Foot  notes  that  the  choice  may  be  made  on 


302 


Del  Med  Jrl,  Juke  1981 — Vol  53,  No  6 


The  Prolongation  of  Life — McKeefery 


the  basis  of  the  alternatives  available  under  either 
option.  Letting  Mary  die  is  basically  a one  choice 
option  because  one  person  is  going  to  die  anyway. 
In  general,  one  choice  options  usually  exempt  the 
agent  from  culpability  because  he  could  not  have 
done  otherwise.  The  other  alternative,  to  press 
the  button  and  kill  John  but  save  Mary,  has  the 
larger  element  of  choice  involving  an  active  selec- 
tion of  the  victim.  To  some,  taking  the  option 
to  kill  instead  of  the  passive  role  is  preempting 
the  rights  of  God.  To  others,  one  option  is  just 
as  justifiable  as  the  other. 

Let  us  push  the  circumstantial  situation  further 
until  it  becomes  weighted.  Six  patients  have  in 
common  the  need  for  a rare  drug  to  survive. 
One  of  the  patients,  fearful  for  his  own  survival, 
breaks  into  the  pharmacy  and  consumes  all  of  the 
supply.  The  only  way  to  retrieve  the  drug  is  to 
kill  the  imbiber  to  extract  the  drug  needed  for  the 
good  of  the  other  five.  In  exercising  the  active 
option  to  kill,  one  life  will  be  lost  and  five  saved. 
If  the  passive  option  is  followed,  five  are  lost  and 
one  remains  alive.  At  what  point  is  there  a moral 
balance?  Killing  one  to  save  five,  fifty,  a million, 
or  the  whole  world?  This  is  essentially  the  issue 
in  the  Jonah  story,  in  many  hostage  situations, 
and  in  research  on  certain  illnesses.  Suppose  the 
illustration  of  the  six  patients  is  further  loaded  by 
the  information  that  the  six  had  engaged  in  a 
lottery  for  the  scarce  drug  and  the  thief  had  lost. 
These  kinds  of  loading  occur  in  medical  practice 
in  terms  of  patient  age,  general  health,  and  even 
societal  importance. 

Culture  may  also  load  the  circumstantial  cli- 
mate surrounding  killing  versus  letting  die  because 
of  the  strong  weight  of  tradition  and  conformity. 
Having  a populace  let  a delicate  situation  alone 
is  more  often  honored  than  a disruptive  act,  even 
if  the  latter  saves  a life.  There  are  strong  pro- 
hibitions against  killing,  but  little  is  said  about 
being  required  to  save  a drowning  person.  Many 
of  our  cherished  rules  are  cast  in  “Thou  shalt 
not  . . .”  form,  indirectly  suggesting  a passive  re- 
sponse is  desired.  Medical  practitioners  have 
sensed  this  tradition  and  find  more  public  accept- 
ance in  letting  a disease  work  out  its  course  than 
intervening  with  risky  procedures  that  leave  them 
open  to  possible  suit. 

There  are  occasions  when  a life  is  taken 
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(killed)  in  which  the  circumstances  are  excep- 
tional. Such  a case  is  the  defense  of  your  own 
life.  Courts  generally  rule  that  your  right  of 
self-defense  allows  killing  an  adversary  if  no 
lesser  means  would  have  saved  your  life.  The 
motive  in  this  case  is  beyond  question;  it  was  your 
desire  to  live  and  no  alternative  existed.  The 
“good”  motive  may  also  exist  with  the  posse  who 
seeks  a killer  in  order  to  better  the  community, 
but  there  are  alternatives  such  as  taking  the  fugi- 
tive alive.  The  same  situation  exists  when  a 
family  member  is  begged  by  a suffering  relative 
to  put  him  out  of  his  misery.  An  alternative 
exists.  Courts,  though  lenient,  do  not  give  this 
option  readily.  Karen  Ann  Quinlan  is  an  example 
of  court  approval  of  the  removal  of  extraordinary 
means  of  life  support  by  medical  staff.  The  con- 
trolling principle  here  was  the  dignity  of  life  to 
which  her  family  and  she  herself  had  worked. 

Yet  another  viewpoint  on  the  propriety  of  the 
prolongation  of  life  is  the  question  of  extending 
the  life  span  of  individuals  when  the  world  is  so 
very  full  of  people  and  still  growing  in  population. 
With  the  current  four  billion  living  people  rising 
to  eight  billion  in  a century,  what  will  happen  to 
the  quality  of  life  for  the  individual  competing 
for  scarce  resources?  When  human  beings  were 
scarce  on  earth,  when  natural  disasters  held  the 
upper  hand,  and  when  life  was  short,  the  rise  of 
immunization,  antiseptics,  and  surgery  were  her- 
alded as  great  benefactors  in  accord  with  the 
dictum  “be  fruitful  and  replenish  the  earth”  with 
even  healthier  stock  than  before.  But  is  the  situ- 
ation the  same  today? 

It  is  appropriate  that  a physician  take  a second 
look  at  his  function.  One  patient’s  extended 
illness  can  wipe  out  the  life  savings  of  a whole 
family.  At  what  point  are  transplants,  trans- 
fusions, dialysis,  and  corrective  surgery  counter- 
productive? If  each  individual’s  life  is  his  own, 
then,  as  in  the  play  Whose  Life  Is  It  Anyway?, 
the  decision  is  not  the  doctor’s,  the  family’s,  or 
the  court’s;  it  remains  the  inalienable  right  of  the 
individual.  And  some  may  opt  to  die.  And  when 
the  decision  is  left  to  the  general  populace  in  a 
world  overly  full,  we  see  the  value  of  life  become 
cheap,  as  in  Calcutta.  Medical  practitioners  can- 
not stand  apart  from  the  circumstantial  nature 
of  the  decisions  they  are  asked  to  participate  in. 
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Thus  the  better  informed  they  become,  the  wiser 
the  trail  of  precedent  will  be.  Decisions  about 
taking  or  prolonging  life  are  so  important  that 
no  one  group  alone  can  add  to  precedent.  It  will 
take  the  contributions  of  legal,  religious,  and 
family  representatives  as  well. 

Beyond  our  exploration  of  circumstances  re- 
lating to  the  prolongation  of  life  there  is  still  much 
mystery.  Why  the  tremendous  tenacity  toward 
life?  Is  there  any  other  value  to  which  the  value 
of  life  can  fairly  be  compared?  How  do  we 
explain  this  reverence  for  life  which  dates  from 
the  most  primitive  man?  Our  pragmatic  ethical 
systems  will  need  much  revitalization  if  scientific 
discoveries  confront  us  with  variant  forms  of  life 
and  artificial  intelligence.  It  leads  us  to  a kind 
of  humility  suggested  by  Paul  Tillich  in  an  anec- 
dote in  Shaking  of  the  Foundations.  An  old  Polish 
man  who  was  hiding  in  a shell  crater  near  Warsaw 
during  the  invasion  of  German  troops  found  to 
his  surprise  that  he  shared  the  crater  with  a young 
woman  who  was  about  to  give  birth  to  a child. 
He  was  moved  to  profound  joy  to  see  a new  life 
enter  the  world  amid  the  vast  destruction  all 
around  them.  That  joy  gradually  turned  to  grief 
as  he  watched  the  newborn  child,  finding  no  milk 
in  its  mother’s  breasts,  suck  the  tears  from  her 
eyes. 

Death  and  decay  are  a part  of  life  that  is  es- 


pecially discomforting  to  those  to  whom  it  is  un- 
familiar. Physicians  who  deal  with  death  and 
decay  are  frequently  called  upon  to  have  a 
broader  perspective  than  those  they  serve. 
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RECENT  DEVELOPMENTS  IN  THE  TREATMENT 
OF  EPILEPSY:  DIAGNOSIS  AND  TREATMENT 


John  M.  Pellock,  M.D. 


Epilepsy  is  not  a single  disease.  It  is  rather  a 
heterogeneous  group  of  disorders  characterized 
by  paroxysmal,  recurrent  seizures.  Convulsions 
or  seizures  are  the  result  of  sudden,  excessive, 
rapid,  local  discharges  of  neurons  within  the  grey 
matter  of  the  central  nervous  system.  Indeed, 
little  improvement  has  been  made  in  the  definition 
of  convulsions  since  that  of  Hughlings  Jackson: 

A convulsion  is  but  a symptom,  and  im- 
plies only  that  there  is  an  occasional,  an 
excessive,  and  a disorderly  discharge  of 
nerve  tissue  on  muscles.  This  discharge 
occurs  on  all  degrees;  it  occurs  with  all 
sorts  of  conditions  of  ill  health,  at  all  ages, 
and  under  innumerable  circumstances.1 

The  basic  unit  responsible  for  a seizure  is  the 
neuron.  Recent  evidence  suggests  that  the  prob- 
able source  of  the  seizure  is  an  abnormal  neuronal 
membrane.  Depending  upon  the  location  of  the 
discharging  neurons,  seizures  have  many  clinical 
characteristics  ranging  from  a simple  staring  spell 
to  prolonged  convulsive  movements  with  altered 
respiratory  patterns,  incontinence,  and  total  loss 
of  consciousness. 

The  exact  incidence  of  epilepsy  varies  from 
study  to  study;  it  is  presently  estimated  at  1%  to 
2%  of  the  population.2  This  means  that  as  many 
as  four  or  five  million  people  in  the  United  States 
may  be  affected.  Most  of  those  have  the  onset 
of  their  seizures  before  the  age  of  20,  but  onset 
at  any  age  is  possible.3 

Patients  with  epilepsy  can  be  grouped  according 
to  underlying  etiology,  clinical  type,  or  electro- 
encephalographic  (EEG)  abnormalities.  It  is 
extremely  important  to  establish  the  cause  of 
seizures  whenever  possible,  because  etiology  dic- 
tates therapeutic  approach  and  may  affect  prog- 
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at  the  Medical  College  of  Virginia;  Director  of  the  Child  Epilepsy 
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nosis.  In  some  patients  etiologic  identification  is 
relatively  straightforward.  In  others  the  cause 
cannot  be  reliably  documented,  and  one  is  prob- 
ably more  correct  to  speak  of  associated  condi- 
tions. Seizure  type  and  age  of  onset  are  some- 
times useful  in  determining  associated  disorders.4 
(Table  1) 

In  over  half  of  the  patients  with  epilepsy,  no 
specific  cause  for  recurring  seizures  can  be  iden- 
tified. Assigning  the  title  of  “idiopathic”  to  this 
group  serves  little  purpose  and  may  limit  further 
diagnostic  evaluation  or  search  for  possible  under- 
lying central  nervous  system  disorders.  Genetic 
tendencies  toward  epilepsy  play  the  greatest  part 
in  these  patients,  but  one  cannot  be  certain  that 
this  is  the  only  cause  in  most  patients.  Table  1 
indicates  conditions  associated  with  epilepsy  in 
children  and  adults.  The  etiology  is  related  to 
both  the  age  of  onset  and  the  seizure  type.  Figure 
1 shows  the  typical  age  of  onset  in  various  types 
of  epilepsy. 

TABLE  1 

CATEGORIES  OF  ASSOCIATED  CONDITIONS 

Congenital  malformation 
Chromosomal  abnormalities 
Prenatal  insult 
Birth  injury 
Trauma 

Metabolic  disorders 
Toxins 

Intracranial  infections 
Degenerative  diseases 
Fever 

Neoplasms 

Vascular  abnormalities 
Phakomatoses 
Systemic  diseases 
“Genetic”  epilepsy 
Fever 
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A traditional  classification  of  epilepsy  divided 
seizures  into  five  major  categories:  grand  mal 
(major  motor),  focal  motor,  psychomotor,  petit 
mal,  and  minor  motor  seizures.  Many  clinicians 
have  modified  this  list,  but  there  was  no  universal 
agreement  regarding  modification  of  this  system 
until  1970  when  the  International  League  Against 
Epilepsy  proposed  its  classification  system  based 
on  clinical  description  and  EEG.r,r“  Although 
not  perfect,  this  newer  classification  allows  clini- 
cians and  scientists  throughout  the  world  to  clas- 
sify and  compare  patients  with  similar  seizure 
types.  Table  2 compares  the  International  Classi- 
fication system  with  the  traditional  terminology. 


The  efficacy  of  the  new  system  is  realized  when 
one  considers  seizures  characterized  by  short  star- 
ing spells  in  children.  In  the  past,  many  would 
have  called  these  spells  petit  mal.  The  Interna- 
tional Classification  demands  correlation  of  clini- 
cal seizure  type  with  EEG.  Absence  seizures  are 
distinct  clinically,  electrically,  pharmacologically, 
and  prognostically  from  other  types  of  seizures. 
They  are  primarily  a disease  of  school-aged  chil- 
dren with  onset  between  four  and  12  years.  The 
typical  absence  has  a sudden  onset,  without  aura, 
and  usually  lasts  less  than  20  seconds.  Clinical 
manifestations  include  abrupt  cessation  of  pre- 
ceding activity  with  maintenance  of  postural  tone, 


TABLE  2 

CLASSIFICATION  OF  EPILEPSY 


Traditional 

Terminology  International  Classification 


Focal  motor;  focal  sensory; 
Jacksonian  seizures 


Temporal  lobe;  psychomotor 
seizures 


Jacksonian  seizures 

Petit  mal 
Grand  mal 

Grand  mal 

Minor  motor  seizures 

Salaam;  jacknife;  infantile 
massive  myoclonus 


I.  Partial  seizures  (seizures  beginning  locally) 

A.  With  elementary  symptomatology  (generally  without  impairment 
of  consciousness ) 

1.  With  motor  symptoms 

2.  With  special  sensory  or  somatosensory  symptoms 

3.  With  autonomic  symptoms 

B.  With  complex  symptomatology  ( generally  with  impairment  of 
consciousness ) 

1 . With  impairment  of  consciousness  only 

2.  With  cognitive  symptomatology 

3.  With  affective  symptomatology 

4.  With  psychosensory  symptomatology 

5.  With  psychomotor  symptomatology  (automatisms) 

C.  Partial  seizures  secondarily  generalized 

II.  Generalized  seizures  (bilaterally  symmetric  and  without  focal  onset) 

1 . Absence 

2.  Tonic-clonic  seizures 

3.  Tonic 

4.  Clonic 

5.  Bilateral  massive  epileptic  myoclonus 

6.  Atonic  seizures 

7.  Akinetic  seizures 

8.  Infantile  spasms 
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III:  Unilateral  seizures 

IV.  Unclassified  epileptic  seizures 
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AGE  DISTRIBUTION  OF  SEIZURE  TYPES 

PARTIAL  (simple  S complex) 

\ GENERALIZED  TONIC-CLONIC 

V AKINETIC  MYOCLONIC  ATONIC 

INFANTILE  SPASMS 

—V  ABSENCE 


FIGURE  1 

Age  Distribution  of  Seizure  Types  from  Pellock 
JM,  Low  NJ:  Seizure  disorders  in  children.  Kelley 
VC  led).  Practice  of  Pediatrics,  Vol.  IV,  Chapter 
18,  Hagerstown,  Maryland:  Harper  and  Row,  1980. 

blinking,  momentary  unawareness,  and  occasion- 
ally rhythmic  movements  of  the  lips  or  hands. 
At  the  conclusion  of  the  seizure,  the  child  con- 
tinues the  activity  which  preceded  its  onset.  The 
typical  EEG  pattern  is  a generalized  three-per- 
second  spike  and  wave.  Without  strict  attention 
to  EEG  or  clinical  definition,  one  might  not  be 
able  to  differentiate  absence  from  complex  partial 
seizures. 

Although  epilepsy  is  defined  as  a disorder  with 
recurring  seizures,  one  should  also  attempt  to 
elucidate  etiology,  clinical,  and  EEG  description 
in  those  with  their  first  seizure.  Some  patients 
will  go  on  to  have  recurrent  seizure  disorders,  ie, 
epilepsy,  while  others  will  not.  Special  considera- 
tion is  due  children  whose  first  convulsion  is  asso- 
ciated with  fever.  Although  usually  from  benign 
causes,  their  fever  may  be  secondary  to  intra- 
cranial infection;  we  therefore  recommend  that 
all  children  presenting  with  febrile  convulsions 
undergo  lumbar  puncture  even  in  the  face  of  an 
identifiable  peripheral  source  of  fever.7  Several 
patients  presenting  to  our  clinic  with  otitis  media 
or  pharyngitis  have  also  been  found  to  have 


meningitis,  purulent  and  aseptic.  In  1954  Living- 
ston popularized  the  concept  of  “febrile  convul- 
sions” as  a benign  entity  in  contradistinction  to 
“epilepsy  triggered  by  fever.”8  Patients  with  “be- 
nign febrile  convulsions”  tend  to  fall  into  a 
strictly  defined  group,  the  criteria  for  which  are 
given  in  Table  3;  exceptions  make  the  risk  of 
later  epilepsy  greater.  When  neurological  or  de- 
velopmental abnormality  is  present,  the  risk  of 
epilepsy  and  other  neurological  sequela  is  great- 
est.9 Nevertheless,  it  remains  impossible  to  know 
with  absolute  certainty  which  child  will  have 
complications  following  a convulsion  associated 
with  fever. 

A National  Institute  of  Health  Consensus  De- 
velopment Conference  in  1980  discussed  the  defi- 
nition, need  for  diagnostic  tests  including  EEG, 
and  treatment  following  febrile  convulsions.10 
Prompt  control  of  convulsions  is  mandatory  as 
seizures  lasting  longer  than  15  minutes  (whether 
multiple,  generalized,  or  focal)  have  higher  mor- 
bidity.11 Parents  with  children  who  have  had  one 
febrile  convulsion  should  be  taught  proper  pro- 
cedures for  prompt  regulation  of  fever.  Con- 
tinuous prophylaxis  seems  best  accomplished  by 
phenobarbital  or  valproic  acid;  this  should  be 
reserved  for  children  with  complex  features  be- 
cause they  represent  increased  risk  factors.  Pro- 
phylactic treatment  of  most  children  with  benign 
but  recurrent  convulsions  remains  controversial; 

TABLE  3 

FEBRILE  CONVULSION-CRITERIA 

Benign:  Age  6 mos.-5  yrs. 

Generalized  tonic-clonic  convulsion 
Duration  less  than  10-15  minutes 
Fever  without  CNS  infection 
Non  paroxysmal  EEG 
Normal  neurological  examination 
and  development 

Complex:  Abnormal  neurological  development 

Afebrile  seizures 
Focal  convulsion 
Prolonged  convulsions 
Recurrent  convulsions  (?) 

Family  history  of  epilepsy 
Age  below  1 year  at  onset 
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some  authors  recommend  prophylaxis  following 
two  or  more  seizures.12 

One  seizure  type  that  is  difficult  to  classify  be- 
cause of  its  multiple  forms,  both  clinical  and  EEG, 
is  the  neonatal  convulsion.7  Seizures  associated 
with  developmental  defects,  intracranial  infection, 
anoxic-ischemic  encephalopathy,  or  intracranial 
hemorrhage  frequently  go  on  to  epilepsy  while 
seizures  associated  with  transient  metabolic  ab- 
normalities such  as  hypocalcemia  or  hypogly- 
cemia may  not  need  prolonged  therapy. 

Adult  alcohol  withdrawal  seizures  and  those 
associated  with  hypoglycemia  do  not  usually  rep- 
resent true  epilepsy.13  Nevertheless,  a full  classi- 
fication is  needed  to  predict  recurrence. 

Patient  Evaluation 

There  is  still  no  substitute  for  a complete  history 
and  physical,  including  general  and  neurological 
examination.  Especially  important  are  present 
illness,  past  history,  and  family  history.  The  de- 
scription of  the  seizures  should  include  frequency 
and  duration,  predisposing  events,  and  neurologic 
symptoms  during,  before,  and  after  the  ictus.  The 
presence  or  absence  of  an  aura  and  postictal 
symptoms  is  extremely  important  and  helps  dif- 
ferentiate seizure  types  clinically.  Physical  ex- 
amination should  pay  particular  attention  to  neu- 
rocutaneous  stigmata,  such  as  cafe  au  lait  spots 
(neurofibromatosis),  depigmented  nevi  or  ade- 
noma sebaceum  (tuberous  sclerosis),  and  facial 
hemangioma  (Sturge-Weber  syndrome).  Meas- 
urement of  head  circumference  and  cranial  auscul- 
tation are  important  in  children.  A complete 
neurological  examination  includes  mental  status, 
cranial  nerve,  motor,  reflex,  sensory,  and  coordi- 
nation testing,  and  a detailed  funduscopic  exam. 

Because  the  EEG  records  the  type  and  location 
of  abnormal  paroxysmal  electrical  discharges 
from  the  brain,  we  feel  that  no  patient  should  be 
treated  electively  without  documentation  of  EEG 
abnormality.14  However,  if  the  patient  is  already 
receiving  medication,  it  is  rarely  necessary  or  ad- 
visable to  discontinue  anticonvulsant  medication 
prior  to  routine  EEG.  Maximal  information  can 
be  derived  if  tracings  are  recorded  during  wake- 
fulness and  light  sleep;  photic  stimulation  and 
hyperventilation  are  also  routinely  performed  in 
most  centers.  Recent  advances  in  EEG  include 
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the  use  of  prolonged  recording,  telemetry,  and 
combined  videotaping.  Specialized  depth  elec- 
trodes are  essential  for  candidates  in  whom  pos- 
sible neurosurgical  treatment  is  being  considered 
for  intractable  epilepsy.  A normal  EEG  does  not 
rule  out  epilepsy.  Minor  abnormalities  occur 
frequently  and  do  not  confirm  the  diagnosis  of 
epilepsy.  Absolute  proof  of  a seizure  requires 
the  recording  of  an  electrical  seizure  during  the 
record,  but  the  appearance  of  some  types  of 
paroxysmal  activity  has  a high  correlation  with 
the  existence  of  recurring  seizures.  Whenever 
possible,  seizures  thought  to  be  hysterical  should 
be  proved  by  recording  EEG  during  an  episode.15 

Plain  skull  x-ray  is  not  often  useful.16  The  very 
rare  occurrence  of  any  abnormality  on  skull  x-ray 
not  also  demonstrated  by  computed  tomography 
(CT),  especially  in  suspected  trauma,  makes  the 
use  of  skull  x-ray  as  a routine  screening  test  ques- 
tionable, but  in  institutions  where  CT  is  not  avail- 
able, we  feel  skull  x-ray  should  be  performed. 

Hounsfield  and  Cormack  were  awarded  the 
Nobel  prize  in  Medicine  in  1979  for  the  discovery 
and  development  of  computed  tomography  (CT), 
which  has  made  a tremendous  impact  on  the  prac- 
tice of  medicine,  especially  neurology.17  The 
procedure,  performed  with  or  without  intravenous 
contrast  enhancement,  offers  a sensitive,  rapid, 
and  noninvasive  method  of  delineating  central 
nervous  system  anatomy.18 

Recent  studies  indicate  that  CT  abnormalities 
can  be  found  in  30  to  35%  of  epileptic  children. 
The  abnormalities  found  include  focal  and  bilat- 
eral central,  cortical,  and  generalized  atrophy, 
tumors,  abscesses,  cysts,  hydrocephalus  and  other 
congenital  brain  anomalies,  pathologic  calcifica- 
tion, signs  of  demyelinization,  intracranial  hemor- 
rhages, and  vascular  abnormalities.19’20 

The  highest  incidence  of  abnormal  CT  occurs 
in  children  who  have  had  neonatal  onset  seizures, 
infantile  spasms,  and  focal  neurological  abnor- 
malities on  examination.  Children  with  general- 
ized seizures  of  unknown  cause  and  normal  neuro- 
logical examinations  are  most  likely  to  have  nor- 
mal CT;  thus,  children  with  absence  seizures  or 
generalized  convulsions  with  and  without  fever  but 
with  normal  examination  seem  least  likely  to  re- 
quire CT.  Adults  with  partial  seizures  show  the 
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highest  incidence  of  positive  CT.  Ferry  recom- 
mends that  CT  be  reserved  for  those  with  abnor- 
mal neurologic  findings,  but  this  generalization 
may  be  too  restrictive.21  Persistent  lateralization, 
focality,  or  persistent  Todd’s  (postictal)  paralysis, 
focal  interictal  physical  findings,  abnormal  skull 
x-rays,  or  other  findings  suspicious  for  intracere- 
bral mass  lesion  or  change  in  character  or  loss  of 
seizure  control  by  optimal  chemotherapy,  may 
deserve  further  or  repeat  investigation  through 
CT  or  other  modalities. 

r 

At  the  conclusion  of  the  diagnostic  evaluation, 
one  should  be  able  to  answer  whether  or  not  the 
patient’s  clinical  episode  was  truly  a seizure, 
whether  it  does  indeed  represent  epilepsy,  and 
what,  if  any,  treatable  lesion,  aggravating  factors, 
or  other  underlying  disorders  exist.  One  should 
have  a clear  differential  between  other  paroxysmal 
disorders  and  true  seizures  such  as  migraine,  syn- 
cope, hypoglycemia,  benign  paroxysmal  vertigo, 
night  terrors,  behavorial  disorders,  and  hysterical 
seizures.  The  decision  must  then  be  made  whether 
the  risk  of  recurrence  of  the  disorder  or  treatment 
to  prevent  recurrence  represents  the  greater  risk. 
This  is  why  it  is  strongly  urged  that  a complete 
workup  documenting  the  type  and  cause  of  sei- 
zures be  done  prior  to  placing  the  patient  on  pro- 
longed antiepileptic  drug  therapy.  When  the  pa- 
tient presents  with  status  epilepticus  or  with  multi- 
ple acute  seizures,  adequate  workup  is  sometimes 
difficult  or  impossible  to  achieve,  but  EEG  docu- 
mentation of  the  seizure  should  be  performed 
whenever  feasible. 

Treatment 

Once  a recurrent  seizure  disorder  has  been 
documented  and  characterized,  it  is  appropriate 
to  proceed  with  treatment.  In  most  patients  this 
consists  of  prescribing  antiepileptic  drug  (AED) 
therapy.  The  basic  principle  of  AED  treatment 
is  that  seizures  be  controlled  without  undue  toxi- 
city. Although  metabolic  or  structural  disease 
may  be  the  underlying  cause  of  seizures,  sympto- 
matic AED  therapy  is  frequently  necessary. 

Treatment  must  be  used  in  a regular  fashion. 
Depending  on  the  urgency  to  control  ongoing 
seizures,  a patient  may  be  given  a “loading  dose.” 
However,  with  agents  such  as  primidone,  carba- 
mazepine,  and  valproic  acid,  loading  doses  are 


relatively  contraindicated  because  of  the  side  ef- 
fects that  usually  result  when  higher  doses  are 
given  initially.  These  medications  are  therefore 
usually  given  in  lower  than  therapeutic  doses  ini- 
tially and  then  increased  slowly  as  tolerated.  The 
attainment  of  steady  state  levels  usually  requires 
a period  of  time  equal  to  five  half-lives  of  the  drug. 

The  indicated  drug  for  individual  patients  with 
similar  seizure  types  may  differ  slightly  depending 
upon  the  amount  of  drug  required  and  the  pa- 
tient’s tolerance  of  the  usual  side  effects  produced 
by  the  drug  which  usually  offers  the  best  control. 
Table  4 lists  commonly  used  “major  drugs”  versus 
“alternative  drugs”  for  each  seizure  type.  Pheny- 
toin  and  phenobarbital  are  the  major  drugs  or 
drugs  of  choice  for  the  treatment  of  tonic-clonic 
seizures.  Ethosuximide  and  valproic  acid  are  the 
primary  drugs  in  absence,  but  when  tonic-clonic 
and  absence  are  encountered  in  the  same  patient, 
valproic  acid  alone  is  the  drug  of  choice  as  it 
allows  the  administration  of  one  agent  for  the 
control  of  both  seizure  types.  Treatment  of  in- 
fantile spasms  is  controversial;  most  authorities 
feel  that  adrenocorticotropic  hormone  (ACTH) 
remains  the  drug  of  choice.  Bilateral  massive 
epileptic  myoclonus,  atonic,  and  akinetic  seizures 
are  usually  best  controlled  by  valproic  acid  or 
clonazepam.  Simple  partial  seizures  are  frequently 
well  controlled  by  phenytoin,  phenobarbital,  or 
carbamazepine.  Complex  partial  seizures  are  best 
controlled  by  carbamazepine.  A review  of  all 
antiepileptic  drugs  is  beyond  the  scope  of  this 
presentation.  More  comprehensive  presentations 
appear  in  monographs  by  Pellock  and  Low7  and 
Eadie  and  Tyrer.22  Table  5 summarizes  average 
dosage,  half-life  and  therapeutic  plasma  level  data 
for  AEDs  presently  used  in  the  United  States. 

Over  the  last  decade  the  introduction  of  carba- 
mazepine (Tegretol,  Geigy)  and  valproic  acid 
(Depakene,  Abbott)  has  given  the  clinician  two 
new  major  AEDs.  The  chemical  structure  of  car- 
bamazepine is  closely  related  to  that  of  the  tri- 
cyclic antidepressants.  Introduced  for  the  treat- 
ment of  trigeminal  neuralgia,  it  is  now  the  drug 
of  choice  for  complex  partial  seizures  and  a major 
medication  for  the  management  of  bcfth  general- 
ized and  partial  epilepsy.  Its  mechanism  of  action 
is  unknown.  Carbamazepine  is  particularly  ad- 
vantageous in  children  who  are  hyperactive  or 


Del  Med  Jrl,  June  1981 — Vol  53,  No  6 


8 


309 


Recent  Developments  in  the  Treatment  of  Epilepsy — Pellock 


who  develop  hyperactivity  when  given  barbi- 
turates. As  it  does  not  produce  or  potentiate 
hyperactivity,  some  feel  that  carbamazepine  actu- 
ally has  a positive  effect  on  learning  and  behavior 
disorders  and  refer  to  its  having  a positive  psycho- 
tropic action.23  Carbamazepine  is  metabolized 
in  the  liver;  its  half-life  is  15  to  30  hours.  There 
is  a 10,11 — epoxide  metabolite  of  carbamazepine 
which  probably  also  has  anticonvulsant  proper- 
ties; its  half-life  in  adults  is  five  to  15  hours.24  In 
children,  half-lives  of  these  drugs  are  somewhat 
less.25 

As  mentioned  above,  this  drug  can  rarely  be 
initially  administered  in  its  full  therapeutic  dosage 
because  of  transient  side  effects.  After  reaching 


therapeutic  levels,  autoinduction  leads  to  a need 
for  increasing  dosage  in  some  patients  to  maintain 
adequate  blood  levels.  There  is  a large  interin- 
dividual variation  in  the  dose  needed  to  provide 
a given  drug  level;  average  daily  doses  are  600  mg 
to  1200  mg  in  adults  and  20  mg/kg  to  30  mg/kg 
in  children,  but  some  patients  need  even  higher 
doses. 

By  starting  with  low  doses  and  building  gradu- 
ally, transient  side  effects  of  drowsiness,  mild 
ataxia,  vertigo,  diplopia,  and  gastrointestinal 
symptoms  may  be  kept  to  a minimum.  These 
side  effects  may  also  appear  at  toxic  levels,  along 
with  lethargy,  anxiety,  and  restlessness.  Other 
toxic  effects  are  thought  to  be  idiosyncratic  mani- 


TABLE  4 

DRUGS 

OF  CHOICE 

Traditional 

Description 

New  International 

Commonly  Used 
Major  Drugs 

Commonly  Used 
Alternative  Drugs 

Grand  mal 

Tonic-clonic 

phenytoin 

phenobarbital 

carbamazepine 

primidone 
valproic  acid 

Petit  mal 

Absence 

ethosuximide 
valproic  acid 

clonazepam 

acetazolamide 

trimethadione 

Mixed  grand  mal 
and  petit  mal 

Absence  and 
Tonic-clonic 

valproic  acid  (alone) 
or 

phenytoin 

phenobarbital 

+ 

ethosuximide 

primidone 

carbamazepine 

+ 

clonazepam 

acetazolamide 

Minor  motor 
Myoclonic 

Bilateral  massive 
epileptic  myoclonus, 
atonic,  akinetic 

valproic  acid 

clonazepam 

ACTH 

phenytoin 

phenobarbital 

benzodiazepines 

acetazolamide 

Salaam 

Infantile  spasms 

ACTH 

clonazepam 
valproic  acid 

ketogenic  diet 

Focal  motor 

Simple  partial 

carbamazepine 

phenytoin 

phenobarbital 

primidone 

Psychomotor 

Complex  partial 

carbamazepine 

phenytoin 

phenobarbital 

primidone 
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TABLE  5 

PHARMACOLOGIC  PROPERTIES  OF  COMMON  ANTIEPILEPTIC  DRUGS 


Time  to  Reach 


Drugs 

Therapeutic  dose 
(mg/kg) 
Child/Adult 

1/2  life 
( hours) 
Child/Adult 

Steady  State 
(days) 
Child/Adult 

Effective  levels 
( fig/ ml ) 

Toxic  levels 
[pg/ ml ) 

Carbamazepine 

20-25/20 

8-19/10-25 

4-6 

6-10 

>15 

Clonazepam 

0.2/0. 2 

1 3-33/19-46 

4-6 

0.03-0.6 

>0.08 

Ethosuximide 

20/15 

30/60 

2-5/4-8 

40-100 

>150 

Phenobarbital 

4-7/2 

40-70/50-120 

10-18/14-21 

15-40 

> 50 

Phenytoin 

5-8/4-5 

18-22/22 

5-7 

10-20 

> 25 

Primidone 

20-25/20 

6-8 

2-3 

8-12 

> 15 

Valproic  Acid 

30-50/30-40 

5-8/7-8 

2-3 

50-100 

>150 

festations;  these 

include  skin  reactions,  Stevens- 

shorter  in  children  and  those  on  chronic  therapy.31 

Johnson  syndrome,  acute  interstitial  eosinophilic 

The  full  therapeutic  effect  of  valproic  acid  may 

myocarditis,  bone  marrow  depression,  leukopenia, 

not  be  realized  for  two  weeks  following  its 

aplastic  anemia,  hepatitis,  and  pancreatitis.7  The 

initiation,  which  indicates  that  its  mechanism  of 

syndromes  of  inappropriate  antidiuretic  hormone 
secretion  (SIADH)26  and  congestive  heart  fail- 
ure27 have  also  been  reported.  As  leukopenia 
and  hepatitis  may  be  life  threatening,  frequent 
monitoring  of  blood  counts  and  hepatic  functions 
is  indicated  for  patients  taking  carbamazepine.  I 
have  personally  experienced  no  instances  of  hepa- 
titis and  have  been  able  to  reverse  leukopenia  by 
lowering  the  dose  of  carbamazepine;  similar  ex- 
perience is  reported  by  others.28  Although  the 
therapeutic  level  is  listed  as  being  from  four  ug/ml 
to  12  ug/ml,  best  seizure  control  without  toxicity 
is  usually  found  at  plasma  levels  between  six 
ug/ml  and  ten  ug/ml.29 

The  introduction  of  valproic  acid  added  a com- 
pletely new  type  of  chemically  structured  com- 
pound into  the  antiepileptic  drug  armamentarium. 
Unlike  traditional  antiepileptic  drugs,  which  are 
ring  structures,  valproic  acid  is  an  eight  carbon 
branched  chain  fatty  acid  (see  Figure  2).  This 
major  drug  is  effective  in  the  treatment  of  gen- 
eralized epilepsy,  particularly  absence,  and  is  also 
useful  in  treating  generalized  tonic-clonic,  infan- 
tile spasms,  and  myoclonic  epilepsy.  Its  useful- 
ness in  partial  epilepsies  is  less  well  documented.30 
Its  principal  advantage  is  its  ability  to  control 
both  absence  and  generalized  motor  epilepsy  in 
the  same  patient.  The  half-life  of  valproic  acid 
in  adults  is  seven  to  eight  hours  and  somewhat 


action  may  be  through  modification  of  an  intrinsic 
biochemical  mechanism  rather  than  a direct  ef- 
fect upon  neurons.32  Its  relatively  short  half-life 
requires  that  it  be  given  three  to  four  times  daily 
to  keep  blood  levels  in  the  therapeutic  range  of 
50  ug/ml  to  100  ug/ml.  In  adults,  daily  doses 
average  1500  mg  to  2200  mg.  In  children,  20 
mg/kg  to  75  mg/kg  may  be  needed  daily  to 
maintain  therapeutic  efficacy.33 

Because  valproic  acid  is  highly  protein  bound, 
metabolized  in  the  liver,  and  excreted  by  the 
kidneys,  it  has  interactions  with  numerous  other 
drugs.  Phenobarbital  levels  may  be  elevated; 
phenytoin  levels  reportedly  fall  initially,  but  may 
later  return  to  prior  levels.34  We  have  seen  two 
adolescents  in  whom  phenytoin  levels  dropped 
and  continued  to  remain  depressed  resulting  in 


CH3-CH2-CH2. 


ch3-ch2-ch2 


OH 


FIGURE  2 

Chemical  structure  of  valproic  acid. 
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the  precipitation  of  breakthrough  generalized 
seizures.  Side  effects  such  as  drowsiness,  nysta- 
gmus, ataxia,  or  even  increased  seizure  activity 
may  be  from  valproate  or  from  concomitantly  ad- 
ministered antiepileptic  drugs.  Most  frequent  side 
effects  are  transient  nausea,  vomiting,  abdominal 
cramps,  and  diarrhea.31  Other  side  effects  include 
thrombocytopenia,  hypofibrinogenemia,  clotting 
abnormalities,  headache,  enuresis,  insomnia, 
weight  change,31  pancreatitis,35  and  bone  marrow 
depression.36  Some  patients  have  reported  drowsi- 
ness, while  others  have  reported  increased  alert- 
ness. A fine  tremor  may  develop  at  low  doses, 
but  lethargy  and  ataxia  rarely  develop  at  thera- 
peutic ranges.  Although  introduced  as  an  AED 
with  little  toxicity,  valproic  acid  has  since  been 
reported  to  have  caused  hepatotoxicity  to  the 
point  of  death  during  the  first  six  months  of  treat- 
ment.37 Because  of  this  and  hematologic  abnor- 
malities, we  recommend  that  hematologic  and 
hepatic  function  studies  be  monitored  on  a regu- 
lar basis.  Used  judiciously,  this  major  drug  has 
substantial  advantages  in  the  control  of  general- 
ized seizures. 

With  the  introduction  of  these  two  major  drugs, 
carbamazepine  and  valproic  acid,  physicians  now 
have  alternatives  to  the  barbiturates  with  their 
behavioral  side  effects  and  to  phenytoin  with  its 
concomitant  gingival  hyperplasia,  hirsutism,  skin 
changes,  and  other  complications  of  chronic  ther- 
apy.38 For  those  with  combined  absence  and 
generalized  tonic-clonic  epilepsy  one  drug  can  now 
be  employed  for  control  of  both  seizure  types. 

The  long-term  effects  of  chronic  therapy  with 
these  agents  and  questions  regarding  teratogenesis 
are  not  known  at  present.  Only  recently  has 
phenobarbital  been  questioned  as  a possible  car- 
cinogen;39 phenytoin  and  tridione  have  been 
linked  with  teratogenesis.40’41  The  exact  mecha- 
nisms by  which  fetal  abnormalities  are  produced 
are  unknown.  Animal  studies  suggest  that  val- 
proate may  be  teratogenic,  but  no  human  mal- 
formation has  been  reported,  and  normal  offspring 
have  been  delivered  from  women  taking  val- 
proate.31’42 

This  article  will  be  continued  in  the  July,  1981  issue  of  the 
Delaware  Medical  Journal. 
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THE  VIEW  BOX 


Andrew  Henderson,  M.D. 

Zelimir  Kozic,  M.D.  John  S.  Wills,  M.D.,  Editor 


Figures  1,  2,  and  3:  CT  scans  in  a fifteen-year-old  white  boy  who  has  a known  seizure  disorder,  mental 

retardation,  and  skin  lesions. 


Figure  1 and  Figure  2 are  unenhanced  CT  sections. 


Figure  3 is  an  enhanced  scan  showing  a tumor  mass. 
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THE  VIEW  BOX:  THE  C.T.  SCAN 
IN  TUBEROUS  SCLEROSIS 


Tuberous  sclerosis  is  inherited  as  a dominant 
autosomal  trait,  the  expression  of  which  is  de- 
pendent on  the  presence  or  absence  of  a modify- 
ing gene,  accounting  for  the  marked  variability 
noted  in  clinical  practice. 

The  complete  syndrome  is  characterized  by  the 
triad  of  seizures,  mental  retardation,  and  adenoma 
sebaceum.  The  seizures  are  most  often  infantile 
spasms  in  the  young  child  and  grand  mal  in  the 
older  child.  Although  mental  retardation  can  be 
severe,  intellectual  capacity  may  also  be  normal 
or  nearly  normal.  The  skin  lesions  referred  to  as 
adenoma  sebaceum  are  fine,  wart-like  lesions, 
which  predominantly  occur  in  a butterfly  distri- 
bution over  the  cheeks  and  forehead.  The  skin 
lesions  which  are  fibroangiomatous  nevi  have 
been  mislabeled  adenoma  sebaceum,  but  the  se- 
baceous glands  are  only  secondarily  involved.  Dis- 
turbed histogenesis  occurs  in  numerous  organs. 

In  the  brain,  wart-like  growths  (tubers)  con- 
taining large  abnormal  astrocytes  are  seen  super- 
ficially and  in  the  periventricular  space.  Most  of 
the  subependymal  nodules  are  calcified  and  thus 
do  not  show  enhancement  after  administration  of 
contrast  material.  Malignant  degeneration  of 
those  nodules  into  giant  cell  astrocytomas  may 
occur.  With  malignant  degeneration,  the  tubers 
show  enhancement  after  contrast  administration. 

Other  systemic  involvement  includes  small 
mesenchymal  tumors  of  the  renal  cortex,  rhabdo- 
myomas of  the  heart,  myomas  of  the  uterus,  and 
retinal  lesions.  Lesions  of  the  lung  may  produce 
a honeycomb  effect  and  polycystic  kidneys  have 
been  reported. 

Radiological  Findings  in  Tuberous  Sclerosis 

Skull  Radiography.  Spotty  calcification  in 
periventricular  and  superficial  distribution  is 
highly  suggestive  of  tubers.  Large  areas  of 
calcification  are  indicative  of  tumor  degenera- 
tion. When  the  tuber  is  obstructing  the  fora- 
men of  Monro  to  produce  obstructive  hydro- 
cephalus, skull  changes  caused  by  the  in- 
creased intracranial  pressure  can  be  seen. 

Dr.  Henderson  is  a resident  in  radiology  at  the  Wilmington 
Medical  Center. 

Dr.  Kozic  is  a neuroradiologist  at  the  Wilmington  Medical 
Center. 


Pneumoencephalography . Pneumoencephalog- 
raphy used  to  be  the  procedure  of  choice 
prior  to  CT  scanning.  “Candle  guttering” 
nodules  along  the  ventricular  walls  are  char- 
acteristically seen. 

Cerebral  Angiography.  Cerebral  angiography 
is  of  limited  use,  but  may  reveal  abnormal 
tumor  vascularity,  space  occupying  lesion, 
and/or  the  presence  of  hydrocephalus. 

CT  Scan.  CT  scan  is  an  ideal  noninvasive  radi- 
ographic technique  for  detecting  clinically  un- 
suspected as  well  as  suspected  cases.  Char- 
acteristic CT  scan  abnormalities  in  tuberous 
sclerosis  include  scattered,  multiple  super- 
ficial and  subependymal  soft  tissue  or  calcific 
densities.  The  finding  of  subependymal  den- 
sities is  almost  specific.  The  majority  of  the 
tubers  are  calcified;  ones  which  are  not  calci- 
fied and  show  contrast  enhancement  are  sus- 
picious of  malignant  degeneration.  The  CT 
abnormalities  can  be  detected  at  an  earlier 
time  in  the  course  of  the  disease  than  is  pos- 
sible with  the  use  of  conventional  skull  radio- 
graphs. This  is  partly  due  to  the  fact  that 
CT  scan  is  fifteen  times  more  sensitive  detect- 
ing small  calcifications  than  is  routine  skull 
radiography. 

Differential  diagnosis  includes  other  conditions 
which  may  present  with  scattered  periventricular 
and  parenchymal  calcifications  such  as  toxoplas- 
mosis, cytomegalic  inclusion  disease,  and  Fahr’s 
syndrome.  The  CT  scans  presented  here  reveal 
minimal  ventricular  enlargement  with  punctate 
calcification  located  along  the  ependyma  of  the 
ventricular  system  (Figures  1,  2,  arrows).  After 
contrast  administration  a soft  tissue  mass  involv- 
ing both  frontal  horns  showing  a homogeneous 
type  of  enhancement  can  be  seen  (Figure  3,  ar- 
rows). Whether  or  not  this  enhancing  mass  is 
malignant  cannot  be  evaluated  from  the  scan. 
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ALCOHOL:  TOXICANT  AND  INTOXICANT 


Victor  Herbert,  M.D. 
Neville  Colman,  M.D. 


Alcohol  is  a drug  of  abuse  and  a toxicant  as 
well  as  an  intoxicant.  Many  of  the  noxious  ef- 
fects of  alcohol  relate  not  only  to  its  own  toxicity, 
but  also  to  the  toxicity  of  the  products  of  ethanol 
metabolism.1  Pathologists  dip  tissue  into  alcohol 
to  preserve  the  architecture  of  the  tissue  by  alco- 
hol destruction  of  the  enzymes  that  would  other- 
wise digest  it,  as  well  as  alcohol  dissolution  of 
tissue  fat.  As  noted  by  McCurdy,1  perhaps  close 
to  the  in  vitro  fixation  of  tissue  by  alcohol  is  the 
in  vivo  vacuolization  that  can  be  seen  in  nucleus 
and  cytoplasm  of  gut  and  bone  marrow  cells  of 
persons  ingesting  enough  ethanol  to  produce  clini- 
cal intoxication.  This  in  vivo  damage  may  in- 
clude damage  to  DNA  and  RNA  synthesis.  The 
ability  of  alcohol  to  “fix”  tissue  was  recognized 
by  Oscar  Wilde,  who  noted  that  one  could  pre- 
serve anything  in  alcohol  except  dignity. 

The  adverse  hematologic  effects  of  alcoholism 
on  the  red  cell  have  been  delineated  by  Cooper, 
on  granulocytes  and  lymphocytes  by  Yong  Liu, 
and  on  platelets  and  blood  coagulation  by  Cowan.1 

Alcoholism  adversely  affects  the  hematologic 
status  of  the  patient  not  only  because  of  the 
direct  toxic  action  of  ethanol  and  its  metabolic 
products  on  that  system,  but  also  directly  because 
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of  the  damaging  effect  of  chronic  alcohol  abuse 
on  other  systems  affecting  the  integrity  of  the 
hematopoietic  system.  Damage  by  alcohol  to  the 
normal  control  systems  for  regulating  metabolism 
and  reuse  of  nutrients  may  make  the  dietary  de- 
ficiency of  vitamins,  such  -as  folic  acid,  which  are 
necessary  for  sustaining  hematologic  integrity, 
more  severe,  as  Lindenbaum  delineates.1  Ethanol 
damage  to  the  liver  may  detrimentally  alter  the 
levels  of  the  vitamin-  and  mineral-binding  proteins 
in  serum  involved  in  regulating  the  entry  of  such 
nutrients  as  vitamin  B12  and  iron  into  hematopoie- 
tic and  other  cells.  Damage  to  nutrient  transport 
systems  may  reduce  the  removal  of  noxious  nutri- 
ent analogs  via  the  bile,  a possibility  now  under- 
going research  scrutiny. 

Because  there  are  seven  calories  per  gram  of 
alcohol,  the  dedicated  imbiber  may  come  so  close 
to  meeting  his  daily  caloric  needs  via  these 
“empty”  (ie,  lacking  vitamins  and  minerals)  calo- 
ries that  there  is  little  or  no  room  in  his  diet  for 
enough  of  the  “basic  four  food  groups”  to  sustain 
a normal  nutrient  status.  For  this  reason,  the 
alcoholic  frequently  suffers  from  multiple  nutrient 
deficiencies,  a subject  touched  on  by  Hines  and 
Lindenbaum.1  The  reduced  iron  in  the  diet 
(except  in  certain  “wine”  alcoholics)  helps  pro- 
duce the  high  frequency  of  iron  deficiency.  As 
Conrad  notes,  the  iron  deficiency  more  frequently 
relates  to  the  chronic  blood  loss  alcoholics  often 
suffer  from  the  gastrointestinal  tract,  often  due  to 
esophageal  varices,  gastritis,  and/or  peptic  ulcera- 
tion.1 

The  multifactorial  causes  of  hematologic  prob- 
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lems  seen  with  alcoholism  were  reviewed  by  one 
of  us  almost  two  decades  ago.2  Comparison  of  that 
review  with  a more  current  one1  shows  that  al- 
though many  of  the  problems  recognized  in  the 
past  have  now  been  clarified  by  orderly,  sophisti- 
cated, and  persistent  investigation,  the  clarifica- 
tions have  themselves  opened  up  new  problem 
areas  requiring  further  study.  The  most  useful 
tool  in  assessing  and  solving  these  problems  is 
clarity  of  thought  by  dedicated  and  persistent 
investigators,  applied  both  in  the  laboratory  and 
to  the  individual  problems  presented  by  each 
separate  patient. 

The  train  of  pathologic  events  set  in  motion 
by  alcohol  is  so  broad  that  it  becomes  a maze 
almost  impossible  to  fully  master  unless  alcohol 
abuse  ceases.  Dealing  with  the  multiple  prob- 
lems of  alcoholism  requires  the  combined  efforts 
of  the  broadest  possible  human  service  team. 
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known  side  effects,  are  not 
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INTERVENTIONAL  RADIOLOGY: 

THE  NEED  FOR  OBJECTIVITY 

In  his  recent  editorial  on  “Interventional  Radi- 
ology: Out  of  the  Shadows,”  (in  the  January, 
1981  issue  of  the  Delaware  Medical  Journal)  Dr. 
John  Wills  nicely  described  new  diagnostic  and 
therapeutic  techniques  now  offered  by  radiolo- 
gists. These  techniques  are  truly  dramatic  and 
bring  valuable  alternatives  to  our  traditional  meas- 
ures in  the  practice  of  both  medicine  and  surgery. 
Hence  I read  his  report  with  interest  and  en- 
thusiasm, though  admittedly  I tripped  over  the 
last  paragraph.  Other  readers  may  also  have  stum- 
bled as  he  said,  “A  large  number  of  interventional 
techniques  are  now  in  existence  and  the  future 
development  of  this  subspecialty  seems  limited 
only  by  our  imagination.”  The  radiologists  I 
know  surely  do  not  lack  for  imagination  and 
vigor,  so  what  are  the  current  perimeters  of  their 
intervention  and  how  do  we  realistically  judge 
their  results? 

As  I am  a surgeon  with  a special  interest  in 
diagnosis  and  management  of  vascular  problems, 
I will  restrict  my  views  to  percutaneous  dilatation 
of  arterial  lesions  as  currently  practiced  by  Dr. 
Wills  and  others  in  the  Department  of  Radiology 
at  the  Wilmington  Medical  Center. 

Several  years  ago  when  the  concept  of  dilating 
arteries  to  improve  flow  showed  increasing  prom- 
ise, the  Department  of  Radiology  proposed  a pro- 
gram for  bringing  this  technique  to  our  com- 
munity. A detailed  protocol  was  established  by 
the  Departments  of  Medicine  and  Surgery  for 
patients  undergoing  balloon  angioplasty.  Under 
this  protocol,  each  patient,  the  arteriograms,  and 
the  therapeutic  alternatives  are  reviewed  by  two 
clinicians  experienced  in  vascular  work  and  two 
radiologists  involved  in  the  actual  procedure.  In 
addition,  all  patients  are  studied  by  noninvasive 
methods  designed  to  evaluate  peripheral  arterial 
circulation.  These  studies  include  gradient  pulse 
wave  tracings  and  segmental  blood  pressures 
taken  at  high  thigh,  low  thigh,  calf,  and  ankle  lev- 
els. Simultaneously,  Doppler  pulse  wave  tracings 


are  recorded  at  femoral,  popliteal,  dorsalis,  and 
posterior  tibial  levels.  These  studies  are  repeated 
one  week,  one  month,  three  months,  six  months, 
and  twelve  months  following  the  dilatation  with 
subsequent  reevaluation  at  yearly  intervals  there- 
after. This  means  the  evaluation  and  follow-up 
of  all  patients  combines  clinical  assessment  with 
objective  information.  The  Department  of  Radi- 
ology deserves  recognition  for  its  insistence  on  a 
strict  protocol  for  a scientific  assessment  of  this 
new  interventional  technique.  Anecdotal  reports 
of  individual  physicians  and  patients  are  simply 
not  adequate. 

So  be  reassured,  the  future  development  of  in- 
terventional radiology,  though  propelled  by  the 
radiologists’  imagination,  will  be  guided  by  their 
demand  for  objectivity.  Good  for  them,  I say. 

Richard  Lennihan,  Jr.,  M.D. 
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RETIREMENT  PLANS  FOR 
SENIOR  PHYSICIANS 

Messrs.  Beck,  Kalogredis,  and  Anders  are 
the  principal  consultants  of  Management  Consult- 
ing for  Professionals,  Inc.,  Bala  Cynwyd,  Penn- 
sylvania. Their  complete  paper  from  which  this 
HIGHLIGHT  was  prepared  is  available  upon  re- 
quest from  the  Medical  Society  of  Delaware  office. 

Choosing  a retirement  plan  late  in  a physician’s 
professional  life  presents  special  considerations 
which  are  not  otherwise  present.  Those  particular 
circumstances  demand  a careful  evaluation  of  the 
doctor’s  and  the  practice’s  circumstances.  The 
ill  effects  of  an  incorrect  choice  are  not  very  well 
correctable  if  only  a short  time  remains  before  a 
planned  retirement.  Thus  more  than  usual,  care- 
ful consideration  should  be  given  to  choosing 
the  type  and  terms  of  a retirement  plan. 

The  initial  planning  step  should  call  for  the 
physician  to  take  a hard  look  at  his  own  plans 
for  retirement.  The  more  definite  those  desires, 
the  easier  it  will  be  to  select  a retirement  plan 
which  will  best  accommodate  the  doctor’s  desire 
for  income  during  retirement  years.  Simply  hav- 
ing clarified  whether  retirement  will  take  place 
on  a fixed  date  or  whether  no  fixed  time  can  be 
set  may  greatly  affect  a choice  of  plans. 

The  number  of  years  remaining  until  a doctor 
plans  to  retire  as  well  as  other  issues  may  be 
crucial.  A doctor  incorporating  or  establishing 
a Keogh  Plan  at  age  58,  for  example,  will  certainly 
benefit  from  the  ability  to  postpone  taxation  on 
amounts  contributed  to  a qualified  plan.  How- 
ever, he  will  certainly  not  have  the  maximum 
advantage  from  having  the  dollars  contributed 
compound  tax  free  over  a long  number  of  years. 
To  the  extent  that  this  second  major  benefit  of 
qualified  retirement  plans  is  not  available,  the 
worthwhile  choices  for  retirement  planning  may 
be  significantly  narrowed. 


In  group  practice  settings  accommodating  i 
senior  physician’s  possible  desire  for  very  large 
retirement  contributions  may  not  be  possible 
simply  because  of  the  conflicting  desires  ol 
younger  members  of  the  group. 

For  doctors  close  to  retirement  as  well  as  foi 
other  physicians,  saving  taxes  is  not  everything. 
A good  balance  must  be  struck  between  current 
income  needs  and  desires  and  what  the  chosen 
retirement  plans  may  very  well  require  in  the  way 
of  contributions.  Even  for  a doctor  beginning 
to  fund  for  retirement  very  late,  it  will  not  make 
sense  to  adopt  a plan  permitting  very  large  con- 
tributions if  current,  day  to  day  living  expenses 
cannot  be  met. 

This  consideration  points  to  maintaining  flexi- 
bility as  one  of  the  primary  objectives  in  adopting 
retirement  plans.  Where  the  practice  income 
is  extremely  large  or  if  a doctor’s  outside  sources 
of  income  are  satisfactory,  it  may  be  acceptable 
to  significantly  reduce  practice  take  home  pay 
while  locking  in  very  large  retirement  plan  con- 
tributions. If  that  is  not  the  case,  however,  it 
will  usually  be  well  to  permit  as  much  flexibility 
as  possible  from  a retirement  plan  contribution 
standpoint.  Even  over  a short  span  of  years  it 
can  be  extremely  difficult  to  predict  with  accuracy 
a physician’s  ability  to  salt  dollars  away  for  re- 
tirement. 

Planning  for  retirement  anytime  is  an  extremely 
complicated  subject,  heavily  dependent  upon  the 
individual  physician’s  circumstances  and  often 
presenting  a confusing  choice  of  alternatives. 
When  the  retirement  planning  involves  a physi- 
cian not  long  from  practice  retirement,  the  plan- 
ning becomes  more  difficult  and  certainly  more 
crucial  to  the  doctor’s  long  range  plans.  Care 
must  be  exercised  to  carefully  examine  all  of  the 
circumstances  and  choices  to  be  certain  that  the 
best  choice  is  reached. 


Del  Med  Jrl,  June  1981 — Vol  53,  No  6 


319 


As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


THE  m INSURANCE  PEOPLE 


J.A. 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 


<2)eatAa 


CHARLES  F.  EGAN,  JR.,  M.D. 

Charles  F.  Egan,  Jr.,  died  March  10,  1981,  at 
the  age  of  34.  A pediatrician  in  New  Castle  for 
four  years,  he  had  been  in  poor  health  for  over 
a year. 

Dr.  Egan  graduated  from  William  Penn  High 
School  in  1965.  He  was  an  outstanding  student, 
senior  class  president,  a member  of  the  National 
Honor  Society,  and  class  salutatorian.  In  1969 
he  was  an  honors  graduate  in  biology  from  the 
University  of  Delaware,  having  held  the  Heald 
Scholarship  for  four  years.  He  obtained  his  medi- 
cal degree  from  Thomas  Jefferson  University 
School  of  Medicine  in  1973.  His  one-year  in- 
ternship and  two-year  pediatric  residency  were 
both  served  at  the  Delaware  Division  of  the  Wil- 
mington Medical  Center. 

Besides  being  a member  of  the  staffs  of  area 
hospitals,  he  served  at  the  Terry  Children’s  Psy- 
chiatric Center. 

A mother  writing  to  the  local  newspaper*  em- 
phasized that  Charles  was  a pediatrician  who 
cared  for  his  patients  with  great  gentility,  dedi- 
cation, and  compassion.  She  recalled  how  he 
had  calmed  the  fears  of  many  mothers  during 
the  insecure  times  of  new  parenthood  and  child- 
hood illness. 

Dr.  Egan  is  survived  by  his  wife,  Carol  Fres- 
coni,  a nurse,  whom  he  married  in  1968.  Also 
surviving  are  a son,  Charles,  and  a daughter 
Christie,  as  well  as  a brother,  Richard;  a sister, 
Sherry;  and  his  parents,  Charles  and  Marie  Egan. 

The  Egan  children,  Chuckie  and  Christie,  are 
both  of  preschool  age,  and  we  all  can  certainly 
envision  the  potential  cost  of  many  years  of  edu- 
cation for  them.  Because  of  this,  you  are  invited 
to  make  donations  to  a fund  which  will  be  used 
specifically  for  the  future  educational  needs  of 
these  children.  Please  make  your  check  payable 
to  “Delaware  Chapter,  Academy  of  Pediatrics — 
Egan  Children’s  Fund,”  and  mail  to  Joseph  Di- 
Santo,  M.D.,  2700  Silverside  Road,  Suite  3,  Wil- 
mington, Delaware  19810. 

Charles  M.  Bancroft,  M.D. 

* Evening  Journal.  Tuesday.  April  7,  1981.  Letters  to  the  Editor, 
page  A7 


DAVID  J.  KING,  M.D. 

David  J.  King  died  March  7,  1981,  after  a 
short  illness.  He  was  71  years  of  age. 

Following  graduation  from  the  University  of 
Toronto  Medical  School,  he  interned  in  Madison, 
Wisconsin.  He  came  to  Wilmington  in  1940, 
continuing  his  orthopedic  training  at  the  Univer- 
sity of  Pennsylvania  Medical  School.  During 
World  War  II  he  served  as  Chief  of  the  Ortho- 
pedic Staff  in  the  Alfred  I.  du  Pont  Institute.  At 
the  end  of  the  war  he  established  clinics  for  crip- 
pled children  in  Kent  and  Sussex  Counties. 

Dr.  King  was  an  orthopedic  consultant  for 
several  nursing  homes  and  public  schools  in  the 
Wilmington  area.  For  a time  he  served  as  an 
instructor  in  orthopedic  surgery  at  the  University 
of  Pennsylvania  Medical  School.  He  received 
commendations  for  his  many  years  of  service  in 
the  Kent  and  Sussex  County  clinics  from  Gover- 
nors Sherman  W.  Tribbett  and  Pierre  du  Pont. 

Dr.  King  was  a fellow  of  the  American  Acad- 
emy of  Orthopedic  Surgery  and  the  American 
Academy  of  Cerebral  Palsy  and  served  as  presi- 
dent of  the  Delaware  Occupational  Medical  So- 
ciety in  1975.  He  was  a member  of  the  staffs  of 
the  area  hospitals. 

Surviving  are  his  wife,  Natalie,  three  sons, 
Lanny,  Moray,  and  Brian,  and  two  daughters, 
Risa  and  Hilary.  Also  surviving  is  a brother, 
Irwin  S.  King,  M.D.,  of  Toronto,  Canada. 

Contributions  in  his  memory  (David  J.  King 
Memorial  Fund  for  Needy  Medical  Students)  are 
being  accepted  by  the  New  Castle  County  Medi- 
cal Society. 

Charles  M.  Bancroft,  M.D. 


% % % 


FLOYD  ISAAC  HUDSON,  M.D. 

Floyd  Isaac  Hudson  died  February  12,  1981. 
He  was  75  years  of  age.  Dr.  Hudson  had  suffered 
a cerebral  vascular  accident  seven  years  ago  with 
incomplete  recovery. 
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Delaware  Theatre  Company 

The  Delaware  Theatre  Company,  the  state’s 
one  and  only  resident  professional  theatre 
was  recently  granted  Primary  Institution  sta- 
tus by  the  Delaware  State  Arts  Council. 

The  not-for-profit  theatre,  housed  in  the 
old  firehouse  at  Third  and  French,  will  open 
again  October  7th.  By  subscribing  before 
June  30th,  Theatre  Company  patrons  can 
see  five  plays  for  $16  to  $35  and  enjoy  dis- 
counts on  Christmas  Carol  tickets.  To  sub- 
scribe by  phone,  call  the  Theatre  Company 
box  office  at  658-6446. 

As  part  of  its  community  service,  the  non- 
profit theatre  will  next  expand  its  Outreach 
to  Schools  program  and  continue  to  offer 
senior  citizen  and  student  discounts.  Be- 
cause it  keeps  its  ticket  prices  low,  the  theatre 
relies  on  outside  funding  for  a good  part 
of  its  income.  All  contributions  are  tax- 
deductible  and  can  be  made  any  time  during 
the  year. 
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Dr.  Hudson  earned  his  pre-medical  degree  from 
the  University  of  Pennsylvania  and  his  medical 
degree  from  Jefferson  Medical  College  in  1932. 
He  returned  to  Delaware  to  start  private  practice 
in  Millsboro  and  also  began  a career  in  public 
health.  He  was  first  appointed  Deputy  State 
Health  Officer  for  Sussex  County  and  in  1939 
became  the  Director  of  Maternal  and  Child  Health 
for  the  Delaware  State  Board  of  Health.  He 
served  in  that  position  for  ten  years. 

During  1941-1946  he  was  a member  of  the 
Medical  Corps  of  the  United  States  Army  (Coast 
Artillery)  serving  in  India.  As  a member  of  the 
Medical  Advisory  Staff  of  the  Second  Corps  Area, 
he  served  in  Georgia. 

After  receiving  his  Master’s  Degree  in  Public 
Health  from  Johns  Hopkins  University  in  1947, 
Floyd  became  Executive  Secretary  of  the  Dela- 
ware State  Board  of  Health.  He  always  empha- 
sized the  need  for  coordination  of  all  state  health 
programs.  Many  innovations  and  improvements 
occurred  during  his  long  years  of  service.  In 
1970  Floyd  became  Director  of  the  newly  formed 
Division  of  Physical  Health. 

Floyd  was  a fellow  of  both  the  American  Public 
Health  Association  and  the  American  College  of 
Preventive  Medicine,  a member  of  many  local 
and  national  societies,  committees  and  associa- 
tions, and  an  advisor  to  the  World  Health  As- 
sembly in  1965.  During  his  years  with  the  Dela- 
ware State  Board  of  Health,  he  served  as  public 
health  consultant  to  several  nearby  states  and 
Canadian  provinces.  His  knowledge  of  the  field 
of  public  health  was  recognized  not  only  in  this 
continent  but  throughout  the  world.  His  assistance 
was  always  given  readily. 

In  1975,  three  years  after  Floyd’s  retirement, 
the  Floyd  I.  Hudson  Health  and  Social  Service 
Center  was  completed  and  opened  in  Newark. 

He  is  survived  by  his  wife,  Harriett,  and  three 
sons,  Floyd,  William,  and  Joseph.  There  are 
seven  grandchildren. 

Contributions  in  his  memory  are  being  accepted 
by  the  Rehoboth  Beach  Fire  Company,  the  Beebe 
Hospital  in  Lewes,  and  the  Diabetes  Foundation 
in  Wilmington. 

Charles  M.  Bancroft,  M.D. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 
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t^etterd  to  the  Editor 

THE  IMPORTANCE  OF  POLITICAL  ACTION 
TO  PHYSICIANS 

I hope  all  of  my  colleagues  will  take  a few 
minutes  to  read  the  following  remarks. 

You  are  probably  minimally  cognizant  of  the 
fact  that  AMPAC  and  DELPAC  have  been  cre- 
ated to  encourage  physician  participation  in  poli- 
tical action  and  that  these  organizations  represent 
you.  For  some  reason,  many  physicians  feel  that 
it  is  improper,  inappropriate,  and  degrading  to 
become  involved  in  political  affairs.  Quite  frankly, 
this  is  tantamount  to  not  caring  about  our  collec- 
tive future.  Other  interest  groups  are  extremely 
active  in  the  political  process  and  their  goals  may 
be  diametrically  opposed  to  ours.  You  certainly 
sign  enough  forms  and  see  ample  evidence  of 
government  intervention  in  the  practice  of  medi- 
cine to  care  enough  to  have  some  opinion. 

For  these  reasons,  it  is  the  goal  of  the  Dela- 
ware PAC  this  year  to  increase  membership  in 
order  to  have  the  necessary  funds  to  support  the 
best  legislators  in  our  state.  This  money  is  raised 
to  support  both  national  and  local  people  who 
have  demonstrated  leadership  qualities  and  a will- 
ingness to  listen  (if  nothing  else)  to  the  interests 
of  medicine.  We  pay  enough  tax  dollars  to  de- 
serve to  have  a say. 

The  1982  elections  are  going  to  be  very  im- 
portant for  all  of  us.  It  is  possible  that  the  de- 
livery of  medical  care  for  the  next  ten  years  is 
going  to  be  influenced  by  the  1980  census,  and 
the  reapportionment  of  each  legislative  and  con- 
gressional district.  You  may  not  know  that: 

1.  The  American  population  is  now  226,504,825; 
which  translates  into  one  representative  for 
every  520,000  people  (as  opposed  to  one  for 
every  450,000  in  the  past); 

2.  There  has  been  an  1 1.4%  increase  in  the  popu- 
lation since  the  last  count,  with  the  Sun  Belt 
reflecting  the  greatest  increase; 

3.  There  are  four  geopolitical  axes  in  the  nation 
at  the  present  time:  (a)  the  Washington-New 
York-Boston  axis  which  has  a Democratic 
base,  (b)  the  Des  Moines-Chicago-Cincinnati 
axis  which  is  narrowly  independent,  (c)  the 
Milwaukee-Detroit-Cleveland  axis  which  is  a 


swing  area  but  usually  Democratic,  and  (d) 
the  Los  Angeles-Houston-Orlando  axis,  rep- 
resenting the  Sun  Belt  area  which  is  Republi- 
can and  highly  conservative.  (For  more  in- 
formation regarding  reapportionment,  call  Mrs. 
Bader  at  the  Medical  Society  office,  658-3957, 
and  ask  for  a copy  of  a recent  AMPAC  re- 
port.) 

Political  support  is  more  than  locker  room  con- 
versation. Your  party  preference  is  not  impor- 
tant; it  is  simply  your  support  that  counts.  We 
need  to  have  more  physicians  interested  in  DEL- 
PAC. We  will  eventually  need  people  to  make 
decisions  as  to  the  best  candidates  in  Delaware 
local  and  national  elections.  In  addition,  DEL- 
PAC is  interested  in  sending  several  representa- 
tives to  a Political  Education  Conference  at  the 
Mayflower  Hotel  in  Washington,  D.C.,  September 
16-18.  We  hope  that  some  of  you  will  show  an 
interest  in  these  and  other  DELPAC  activities. 

You  save  lives  and  livelihoods  all  the  time; 
how  about  your  own?  Do  you  want  to  work  for 
the  government? 

Robert  Abel,  Jr.,  M.D. 


Exercycle® 

THE  ULTIMATE 
PHYSICAL  FITNESS 
MACHINE 


Demonstrations  By 
Appointment 

EXERCISE  OF  DELAWARE 

822  Basin  Rd.,  New  Castle,  Del. 
W5  S.  Exit  5 

(302)  322-2003 
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Robert  W.  Frelick,  M.D.  was  presented  the  DISTINGUISHED  CITIZENS 
AWARD  at  a dinner  held  in  his  honor  by  the  Del-Mar-Va  Council,  Inc.,  Boy 
Scouts  of  America.  The  award  was  presented  for  his  outstanding  work  in  medicine 
and  in  his  community.  The  ceremony  was  held  at  the  Hotel  du  Pont  on  April  29, 
1981. 

Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Medical  Aspects  of  The  Rhode  Island  Medical  Society  is  sponsoring  its  1 6th  Postgraduate  Conference  on 
Sports  Conference  the  MEDICAL  ASPECT  OF  SPORTS,  at  the  University  of  Rhode  Island,  July  16-17, 
1981.  For  further  information  write  to:  Conference  Office,  Davis  Hall,  University  of 
Rhode  Island,  Kingston,  Rhode  Island  02881,  or  call:  (401)  792-2170. 


Antibiotic  Review  The  Third  National  Conference  on  antibiotic  review,  “ANTIBIOTIC  REVIEW — 
1981  1981,”  will  be  held  August  10-11,  1981,  at  the  Sheraton  Washington  Hotel,  Washing- 

ton, D.C.  For  further  information,  contact:  Sandy  McMillan,  67  Peachtree  Park  Drive, 
Suite  221-D,  Atlanta,  Georgia  30309. 


Registration  and  A REGISTRATION  AND  CERTIFICATION  PROGRAM  IN  NUCLEAR  MEDICINE 
Certification  in  will  be  held  August  10-11  in  Orlando,  Florida,  and  again  October  26-27  in  Boston, 
Nuclear  Medicine  Massachusetts.  This  is  a complete  and  concentrated  two-day  program  for  physicians, 
technologists,  pharmacists,  and  administrators  who  desire  an  intensive  introduction  or 
review  of  the  basic  principles  of  nuclear  medicine.  For  further  information,  call:  (414) 
544-3344,  or  write:  Center  for  Medical  Education,  Milwaukee  Administrative  Campus, 
General  Electric  Company,  Medical  Education,  P.O.  Box  414  (BW-365),  Milwaukee, 
Wisconsin  53201. 


American  Academy  The  American  Academy  of  Pediatrics  will  hold  its  1981  ANNUAL  MEETING  Octo- 
of  Pediatrics  ber  31 -November  5,  1981,  in  New  Orleans,  Louisiana.  For  further  information,  write: 
The  American  Academy  of  Pediatrics,  P.O.  Box  1034,  1801  Hinman  Avenue,  Evan- 
ston, Illinois  60204. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES  " 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 


Del  Med  Jrl,  June  1981 — Vol  53.  No  6 


329 


In  Brief 


American  College  THE  67th  ANNUAL  CLINICAL  CONGRESS  OF  THE  AMERICAN  COLLEGE 
of  Surgeons  OF  SURGEONS  will  be  held  October  11-16,  1981,  in  San  Francisco.  Co-headquarters 
for  the  Congress  will  be  the  Fairmont  Hotel  and  the  San  Francisco  Hilton  Hotel.  The 
Scientific  and  technical  exhibits  and  portions  of  the  scientific  program  will  take  place 
in  Brooks  Hall/Civic  Auditorium.  Over  18  postgraduate  courses  will  be  offered.  For 
further  information,  contact:  Dianne  Currie  O’Rourke,  Manager  of  Public  Information, 
at  (312)  664-4050,  Ext.  324. 


Computer  THE  FIFTH  ANNUAL  SYMPOSIUM  ON  COMPUTER  APPLICATIONS  IN  MEDI- 
Applications  in  CAL  CARE  will  be  held  November  1-4,  1981,  at  the  Sheraton  Washington  Hotel, 
Medical  Care  Washington,  D.C.  All  inquiries  and  submissions  of  papers  and  proposals  are  to  be 
sent  to  the  Program  Chairman:  Henry  G.  Heffernan,  Office  of  Continuing  Medical 
Education,  2300  K Street,  N.W.,  Washington,  D.C.  20037,  or  call:  (202)  676-4285. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi 
tied  Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office.  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  CERTIFIED  UROLOGIST:  Seeks  practice 
opportunity  in  Delaware.  For  further  information, 
contact:  the  Medical  Society  of  Delaware.  Tele- 
phone: (302)  658-7596. 


FOR  SALE:  Horse  Drawn  Ambulance,  circa  late 
1800s.  Inscription  reads:  Philadelphia  General  Hos- 
pital. $1200  or  best  offer.  New  single-horse  driving 
harness  may  also  be  purchased.  Call  (609)  935- 
4214  after  5 p.m. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5 '/«%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING 


Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  NOW  interest 
checking  actount  is  all  about  With  an 
average  monthly  deposit  of  $500.  your 
Artisans  N O W account  pays  you  5 ' .% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500.  there  s a $3  00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

flRTISflnS’ 

suvinus  BuriK 

Member  F D I C 

Banking  the  Way  You  Need  It 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balanceNfalls  below  $300.  there  s a $3  00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


(=3 

An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  &.  TatnaJI  Sts  Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond  A 
Graytyn  Shopping  Centers  and  Dover  Delaware 
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THE  ROLE  OF  PROFESSIONAL  ORGANIZATIONS 


The  AMA,  like  most  other  organizations  in- 
cluding the  federal  government,  finds  itself  in 
financial  trouble.  Because  of  escalating  costs 
secondary  to  inflation,  the  AMA  has  had  to  re- 
establish priorities  in  its  program  to  see  which 
costs  should  be  reduced.  They  will  probably 
need  to  eliminate  some  programs  and  consolidate 
others. 

For  example,  the  AMA  has  come  to  the  con- 
clusion that  continuing  medical  education,  which 
has  been  well  covered  by  the  various  specialty 
societies,  should  no  longer  be  provided  by  an 
umbrella  organization  like  the  AMA.  Even  or- 
ganizations such  as  the  American  College  of  Sur- 
geons are  finding  it  hard  to  attract  their  members 
to  general  education  programs.  It  is  usually 
convenient  for  physicians  to  stick  to  their  own 
interest  groups  for  continuing  education. 

While  specialty  meetings  have  obvious  advan- 
tages for  most  clinical  needs  and  basic  science 
problems,  they  may  result  in  isolation  of  one 
group  of  specialists  from  another.  Problems 
physicians  have  in  common,  such  as  those  related 
to  patient  compliance,  understanding  the  psycho- 
dynamics of  physician-patient  relationships,  and 
social-economic  concerns,  may  be  studied  better 
through  a broader  physician  organization  such  as 
the  AMA.  It  is  important  that  physicians  main- 
tain contact  with  local,  as  well  as  national,  medi- 
cal problems  and  challenges  through  county, 
state,  and  national  medical  associations,  which 
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deal  with  general  issues,  some  of  which  are  poli- 
tical. For  most  physioians,  it  is  no  longer  possible 
to  belong  to  one  professional  organization  which 
represents  their  concerns  publicly  and  also  pro- 
vides them  with  clinical  educational  stimulation. 

Outside  forces,  including  those  of  government, 
make  significant  impacts  upon  medical  practice. 
PSRO  and  health  planning  are  good  examples  of 
this.  If  PSROs  and  the  federal  health  planning 
programs  fail  to  achieve  federal  support,  some- 
thing is  likely  to  take  their  place  because  of  the 
great  concern  among  both  conservatives  and  lib- 
erals about  the  rising  cost  of  health  care.  The 
Reagan  administration  will  be  under  as  much 
pressure  as  previous  administrations  to  control 
inflation,  including  health  care  costs.  The  method 
of  control  may  not  be  too  important  to  them. 

We  have  a problem  locally  in  trying  to  decide 
whether  widespread  medical  support  should  be 
given  to  the  local  PSRO,  DELRO,  which  claims 
to  have  been  effective  in  Delaware.  DELRO’s 
“light”  may  have  been  hidden  under  a bushel 
since  it  is  obligated  to  respect  individual  physi- 
cian rights,  so  that  most  corrective  action  has 
been  done  privately  and  confidentially.  In  many 
respects,  this  is  commendable.  But  it  is  unfor- 
tunate that  hospitals  and  medical  societies  are  not 
more  aware  if  trends  of  poor  practice  are  dis- 
covered so  that  educational  programs  can  be 
designed  to  help  correct  deficiencies.  If  DELRO 
can,  without  interfering  with  the  confidentiality 
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aspect  of  this  program,  let  practicing  physicians 
gain  better  insight  into  its  functions,  we  may  find 
that  this  is  an  organization  which  we  should  be 
supporting  locally  in  case  federal  monies  become 
inadequate.  We  have  asked  for  such  information 
from  DELRO  and  it  looks  as  if  DELRO  will  try 
to  furnish  it.  I look  forward  to  this  with  interest. 

The  State  Society  also  needs  to  know  your  ex- 
periences with  DELRO. 

Your  state  organization  aims  to  represent  your 
interests  and  to  be  responsive  to  your  needs,  par- 
ticularly for  the  general  problems  of  practice, 
but  expects  that  your  specialty  organizations  will 
support  your  needs  for  clinical  continuing  edu- 
cation. 


Visiting  Nurse  Association 
of  Wilmington,  Inc. 

2713  Lancaster  Avenue 
Wilmington 

A NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 

SERVING  NEW  CASTLE  COUNTY 
SINCE  1922 

A PARTICIPATING  MEDICARE  AGENCY 


Robert  W.  Frelick,  M.D. 


VISITING  NURSE  ASSOCIATION 


OF  WILMINGTON.  INC 


Phone  658-5205 

(If  no  answer  call) 
655-4373 


A United  Way  Agency 


LEO  E.  STRINE 
Account  Executive 
Profesco  of  Delaware 
2500  Grubb  Road 
Wilmington,  DE  19810 
(302)  475-4273 


dedicated  to  helping  the  professional  to  plan  and  to 
meet  current  and  future  needs  and  objectives. 

Our  many  services  include  the  following: 

* Continuing  Medical  Education  * Computerized  Estate  Analysis 

Aids  • Pension  Planning 

* Equipment  Financing  and  Leasing  * Office  Building  and  Design 

* Personal  Signature  Loans  * Making  optimum  use  of  business 

* Insurance  Services-Life,  Disability,  dollars  to  achieve  personal  and 

etc.  business  objectives 

Call  me  for  a personal  appointment  at  your  convenience  to  learn  more 
about  our  many  services  to  the  professional. 
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GONORRHEA  VACCINE 

Recently,  the  medical  profession  and  the  lay 
public  were  apprised  of  the  development  of  a 
gonorrhea  vaccine. 

I want  to  share  information  which  apparently 
is  not  well  known.  Half  a century  ago,  in  1931, 
the  Schering-Kahlbaum  Company  of  Berlin,  Ger- 
many, marketed  a “gonovaccine”  under  the  trade- 
name  of  “Compligon.”  This  vaccine  was  not 
meant  for  preventive  use  but  rather  for  the  treat- 
ment of  prostatitis,  adnexitis,  arthrits,  tendo- 
vaginitis, iritis,  and  endocarditis,  which  are  com- 
plications of  gonorrhea;  hence,  the  name  “Com- 
pligon.” It  seemed  to  work,  but  the  vaccine  was 
soon  to  be  replaced  by  the  discovery  of  penicillin. 

This  vaccine  was  used  by  me  as  an  antigen 
for  a complement  fixation  test  and  a flocculation 
test  for  gonorrhea,  with  blood  serum  and  synovial 
fluid  as  substrate.  The  results  were  discussed  in 
a review  of  the  bibliography  on  the  serology  of 
gonorrhea  (228  references)  in  1932, 1 and  in  an 
essay  on  immunoconglobation  reactions  for  syphi- 
lis, gonorrhea,  typhoid  fever,  etc.  in  193 3. 2 Two 
other  essays  dealt  specifically  with  the  usefulness 
of  “Compligon”  as  antigen  for  diagnostic  im- 
munologic reactions  in  gonorrhea.3’4 

O.  J.  POLLAK,  M.D. 
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HEALTH  CARE  COSTS  AND  HEALTH  PLANNING 
IN  DELAWARE 

The  primary  criticism  coming  from  the  nation’s 
capitol  in  regard  to  the  federally  funded  health 
planning  network  is  that  it  has  not  been  effective 
in  controlling  costs  on  a national  basis.  It  would 
be  extremely  difficult  to  accept  or  reject  this 
criticism  on  the  basis  of  any  definitive  measure- 
ment of  effectiveness,  ie,  how  much  we  would 
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be  paying  for  health  care  and  what  levels  of 
quality,  accessibility,  or  availability  of  health  care 
we  would  be  getting  for  that  money  if  a publicly 
oriented  health  planning  network  was  not  in  place. 

There  is  considerable  information  to  indicate 
that  health  planning  nationally  has  had  some 
beneficial  effects  on  costs.  A more  valid  criticism 
of  the  health  planning  network  might  be  that  it  has 
not  been  as  effective  as  it  should  be  or  could  be  in 
controlling  costs  on  a national  basis.  There  are 
numerous  supporters  of  health  planning  who  are 
very  critical  of  many  of  the  procedural  and  pro- 
cess requirements  and  very  readily  express  the 
need  for  major  program  streamlining  effort. 

What  about  health  care  costs  and  health  plan- 
ning in  Delaware?  Prior  to  1975,  health  planning 
efforts  in  many  states  were  fragmented  while  Del- 
aware has  had  a fairly  well  coordinated,  active 
public  planning  process  for  a number  of  years. 
One  of  the  results  of  this  is  that  Delaware  has 
not  suffered  as  much  as  the  rest  of  the  country 
from  an  oversupply  of  inpatient  beds  and  costly 
medioal  technology. 

The  following  is  a comparison  of  some  key 
hospital  utilization  and  expenditure  data  for  Del- 
aware, the  adjacent  states  of  Pennsylvania,  Mary- 
land, New  Jersey  (referred  to  in  the  following 
as  “the  area”),  and  the  United  States. 

In  1979,  Delaware  had  3.5  community  hospital 
beds  per  1,000  population  compared  to  4.3  beds 
per  1,000  in  the  area  and  4.4  beds  per  1,000  pop- 
ulation nationwide.1 

1979  hospital  utilization  rates  in  Delaware 
(1,049.8  patient  days  per  1,000  population)  were 
approximately  15%  below  the  rate  for  the  area 
(1,241.3)  and  11%  below  the  national  rate 
(1,276.8)4 

In  1979  total  hospital  expenditures  per  capita 
in  Delaware  ($266.20)  were  approximately  11% 
below  the  area  rate  ($299.24)  and  9%  below  the 
national  rate  ($292.90).  This  translates  into 
total  cost  differences  when  applied  to  the  1980 
Delaware  population  as  follows:  a difference  of 
$19,651,498  when  compared  to  the  total  area  per 
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capita  and  a difference  of  $15,880,599  when 
compared  to  the  US  total  per  capita.1 

From  January  1,  1979,  through  July  1,  1980, 
proposed  per  capita  expenditures  of  Delaware 
hospitals  being  reviewed  under  Certificate  of 
Need  or  1122  ($11.33)  were  76%  below  the 
area  per  capita  expenditures  ($46.64)  and  66% 
below  the  national  per  capita  expenditures 
($33. 18).2 

This  seems  to  indicate  high  levels  of  recogni- 
tion of  the  health  plan  and  commitments  to  the 
planning  process  by  the  general  public,  and  es- 
pecially by  the  health  care  providers  in  Delaware. 

The  above  analyses  have  been  limited  to  hos- 
pital utilization  and  expenditures.  As  hospital 
care  accounts  for  approximately  42%  of  health 
care  expenditures  in  Delaware,  hospital  costs 
and  utilization  patterns  are  a major  reason  that 
the  1980  estimated  total  per  capita  health  care 
expenditures  in  Delaware  ($891)  are  9%  below 
the  national  level  ($981).  When  applied  to  the 
1980  Delaware  population,  this  translates  into 
a total  cost  difference  of  $53,530,110. 

Amos  M.  Burke 

Mr.  Burke  is  the  Director  of  the  Bureau  of  Health  Planning 
and  Resources  Development,  the  agency  responsible  for  state 
health  planning  and  Certificate  of  Need  programs. 

REFERENCES 

1.  American  Hospital  Association.  Hospital  statistics,  1980  ed. 

Chicago,  1980. 

2.  American  Health  Planning  Association.  Analysis  of  health 

planning  agency.  Activity  under  CON  and  1122.  Washington, 

D.C.,  1980. 


SNOWMASS/VAIL 
"MEP"  SKI  SEMINAR 

On  Management  Enrichment  for  the 
Health  Professional 

SKI  SNOWMASS,  COLORADO 
the  week  of  December  19,  1981 
or  the  week  of  March  20,  1 982 
OR  SKI  VAIL,  COLORADO 
the  week  of  February  20,  1 982 

Seminars  conducted  by  noted  doctors  and 
management  specialists  to  enrich  your  life. 
Seminars  comply  with  IRS  rules  to  make  trip 
expenses  deductible  for  doctor  and  spouse. 

For  brochure  and  lodging  information  contact 

M.  E.  P. 

An  Education  Corporation 

906  Cooper  Avenue 
Glenwood  Springs,  Colorado  81601 
(800)  525-3402 


vs  is  vs 


Brandywine  Prosthetic-Orthotic  Services,  Ltd. 

4 SOUTH  DUPONT  ROAD  • WILMINGTON,  DELAWARE  19805  • (302)  571-8224 
RICHARD  DELORENZO,  C.P.O.  • OFFICE  HOURS  BY  APPOINTMENT 

^ . CUSTOM  DESIGN  AND  FABRICATION  OF  ALL  TYPES  OF 

BRACES  AND  ARTIFICIAL  LIMBS 

• CUSTOM  FITTING  OF  BACK  SUPPORTS, 

CERVICAL  COLLARS  AND  FOOT  PRODUCTS 

• PROFESSIONAL  CONSULTATION 

• BOARD  CERTIFIED  PROSTHETIST-ORTHOTIST 
• FULL  - TIME,  LOCAL  FACILITY 

• SPECIALIZING  IN  MOLDED  PLASTIC  ORTHOSES 


344 


Del  Med  Jrl,  July  1981 — VOL  53,  No  7 


ynujfttopbJuru  £$ ji'tJtTi  <33:iorfi 


FOUR  CENTURIES  BEFORE  “GRAY’S  ANATOMY” 

This  illustration  from  Philosophiae  naturalis  compendium  (Leipzig, 
1499)  by  Johannes  Peylick  contains  the  first  depiction  of  individual 
organs  in  a printed  medical  text.  (Courtesy  of  the  Historical  Collections, 
College  of  Physicians  of  Philadelphia.) 
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TREATMENT  OF  OSTEOMYELITIS  AND 
INFECTIOUS  ARTHRITIS 


William  J.  Holloway,  M.D. 


Despite  a decrease  in  the  incidence  of  acute 
hematogenous  osteomyelitis  and  suppurative  arth- 
ritis, these  diseases  continue  to  produce  signifi- 
cant morbidity  and  mortality  if  untreated  or  diag- 
nosed late  in  the  course  of  the  disease.  The  de- 
crease in  acute  infections  of  bone  in  young  people 
may  be  due  to  the  widespread  use  of  antibiotics, 
although  this  decrease  began  prior  to  the  anti- 
biotic era.1  At  the  present  time,  there  is  an  in- 
crease in  bone  and  joint  infections  among  older 
patients,  usually  associated  with  underlying  joint 
disease.2 

A high  index  of  suspicion  is  necessary  to 
achieve  early  diagnosis  of  purulent  infections  of 
the  osseous  system. 

Osteomyelitis 

Acute  Hematogenous  Osteomyelitis 

Acute  hematogenous  osteomyelitis,  which  is 
usually  a disease  of  infants  and  children,  occurs 
more  often  in  growing  bones,3  most  frequently  in 
the  metaphysis  of  long  bones  (Table  1). 

TABLE  1 

MOST  FREQUENT  LOCATION  OF  ACUTE 
HEMATOGENOUS  OSTEOMYELITIS 

Femur  Fibula 

Humerus  Pelvis 

Tibia  Vertebrae  (adults) 

Osteomyelitis  due  to  coliform  bacilli  or  group 
B streptococci  occurs  occasionally  in  the  neonate, 

Dr-  Holloway  is  Chief,  Infectious  Disease  Section,  Department 
of  Medicine,  Wilmington  Medical  Center. 


but  the  disease  is  most  frequent  from  ages  two 
to  18  years.3-4 

Staphylococcus  aureus  accounts  for  more  than 
80  percent  of  such  infections,  although  a variety 
of  microorganisms  can  cause  acute  hematogenous 
osteomyelitis  (Table  2). 


TABLE  2 

COMMON  PATHOGENS  IN  ACUTE 
HEMATOGENOUS  OSTEOMYELITIS 


Staphylococcus  aureus 
Hemophilus  influenzae 
Staphylococcus 
epidermidis 
Salmonella  sp. 


Coliform  bacilli 
Streptococci  (including 
Group  B and  S. 
pneumonia ) 
Anaerobic  bacteria 


Predisposing  factors  for  acute  hematogenous 
osteomyelitis  have  not  been  well  defined  but 
frequently  follow  respiratory  tract  or  skin  infec- 
tions. The  usual  history  is  of  fever,  chills,  and 
pain  in  the  affected  area.  Previous  trauma  to  the 
involved  bone  is  reported  in  50  percent  of  the 
patients.  Physical  findings  include  local  swelling, 
heat,  and  tenderness.  Severe  pain  often  prompts 
voluntary  immobilization  of  the  extremity.  Rarely, 
there  may  be  obvious  concurrent  infection  else- 
where in  the  body;  eg,  pneumonia  or  furunculosis. 

Initial  evaluation  should  include  blood  cultures 
(which  are  positive  in  more  than  50  percent  of 
the  patients2)  and  a needle  aspiration  of  the  sus- 
pect area.  If  pus  is  obtained,  immediate  surgi- 
cal intervention  is  indicated.  If  aspiration  fails 


Del  Med  Jrl,  July  1981— Vol  53,  No  7 


347 


Treatment  of  Osteomyelitis  and  Infectious  Arthritis — Holloway 


to  reveal  pus,  empiric  antibiotic  therapy  should 
be  instituted,  and  repeat  aspiration  attempted  in 
24-48  hours  if  there  is  no  improvement. 

Radiographic  bone  changes  in  osteomyelitis 
do  not  appear  for  ten  to  14  days,  but  a technetium 
bone  scan  may  be  positive  within  the  first  24-48 
hours.5  In  selected  situations,  a concurrent  gal- 
lium scan  may  yield  additional  information,  par- 
ticularly in  the  recognition  of  acute  exacerbations 
of  chronic  osteomyelitis.6  Blood  sedimentation 
rates  should  be  determined  early  in  the  course  of 
the  illness,  for  their  serial  measurements  provide 
a valuable  guide  to  the  necessary  duration  of 
therapy. 

Since  Staphylococcus  aureus  is  most  often  the 
pathogen  in  hematogenous  osteomyelitis,  initial 
empiric  therapy  should  be  with  a penicillinase- 
resistant  penicillin  (nafcillin  or  oxacillin)  adminis- 
tered intravenously  in  a dosage  of  150-200  mg 
per  kg  per  24  hours.  For  patients  with  a history 
of  significant  penicillin  allergy  a cephalosporin  or 
lincosamine  antibiotic  may  be  used.  In  children 
under  the  age  of  three,  osteomyelitis  due  to 
Haemophilus  influenzae  is  common,7  so  ampicil- 
lin,  chloramphenicol,  or  cefamandole  should  be 
added  to  the  initial  regimen. 

To  avoid  missing  one  of  the  more  unusual 
pathogens  in  acute  hematogenous  osteomyelitis, 
Gram  stain  and  culture  of  purulent  material  as- 
pirated from  the  bone  is  essential.  Streptococci, 
including  the  pneumococcus  and  anaerobic  bac- 
teria, may  cause  acute  osteomyelitis  clinically 
which  is  indistinguishable  from  that  due  to  Staphy- 
lococcus aureus.8 

Conventional  therapy  in  acute  osteomyelitis 
has  consisted  of  intravenous  antibiotics  given  for 
a four  to  six  week  period.  Recent  studies  indi- 
cate that  oral  dosing  may  be  effective  after  an 
initial  seven  to  ten  day  course  of  intravenous 
treatment.9  This  shorter  course  of  parenteral 
therapy  avoids  patient  discomfort  and  nosocomial 
infection,  but  close  supervision  is  necessary  to 
assure  proper  dosing,  adequate  blood  levels,  and 
compliance. 

In  recent  years,  blood-borne  osteomyelitis  has 
been  occuring  in  unique  clinical  settings,  including 
vertebral  and  sternoclavicular  joint  infections  in 
young  people  who  use  intravenous  drugs,  and  in 


patients  receiving  hemodialysis  or  hyperalimenta- 
tion. 

Staphylococcus  aureus  is  the  most  common 
pathogen  in  such  patients,  but  a great  variety  of 
organisms  may  be  responsible  requiring  positive 
identification  of  the  infecting  organism  (Table  3). 


TABLE  3 

COMMON  PATHOGENS  IN  OSTEOMYELITIS 
ACQUIRED  BY  INTRAVENOUS  ROUTE 


Staphylococcus  aureus 
Pseudomonas  sp. 
Staphylococcus 
epidermidis 


Candida  and  Aspergillus 
sp. 

Coliform  bacteria 
Anaerobic  bacteria 


Invasive  procedures  such  as  needle  aspiration  or 
bone  biopsy  are  frequently  necessary  to  recover 
the  pathogen.2  Acute  vertebral  osteomyelitis  and 
intervertebral  disc  space  infection  may  occur  as 
complications  of  renal  infection  or  pelvic  surgery. 

Acute  Contiguous  Osteomyelitis 

Acute  osteomyelitis  frequently  results  from  ex- 
tension of  infection  from  adjacent  tissue  into 
bone.  The  most  common  example  is  bone  in- 
fection resulting  from  extensive  trauma  and  tissue 
infection  associated  with  compound  fractures, 
particularly  when  soft  tissue  debridement  has  not 
been  complete.  The  most  common  infecting  or- 
ganisms in  this  situation  are  Clostridia,  staphylo- 
cocci, streptococci  (aerobic  and  anaerobic),  and 
corynebacteria.  In  injuries  associated  with  soil 
contamination,  various  coliforms  may  also  cause 
osteomyelitis. 

Infected  bite  wounds  often  result  in  contiguous 
osteomyelitis.  When  the  bites  are  of  human 
origin,  anaerobic  oral  flora  is  likely,  so  penicillin 
is  the  drug  of  choice.  In  animal  bites,  particularly 
those  due  to  dogs  and  cats,  Pastuerella  multocida 
is  the  most  common  infecting  organism;  penicillin 
in  high  doses  is  the  preferred  antibiotic. 

Decubitus  ulcers,  particularly  those  involving 
the  sacral  and  pelvic  areas,  frequently  produce  os- 
teomyelitis by  direct  extension.  A mixed  aerobic/ 
anaerobic  flora  is  usually  found  on  culture.  The 
anaerobic  component  is  more  important,  requir- 
ing careful  debridement  and  appropriate  anti- 
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biotics  such  as  clindamycin,  penicillin,  and  cefoxi- 
tin. 

Osteomyelitis  of  the  skull  and  facial  bones  com- 
plicating sinus  infection  is  rarely  seen  now,  but 
osteomyelitis  of  the  mandible  does  occur  in  dental 
patients,  and  unless  recognized  and  treated  early 
may  result  in  chronic  infection  with  sinus  tract 
formation.  The  anaerobes  of  the  oral  flora  are 
the  most  common  pathogens  (Table  4).  Penicillin 

TABLE  4 

COMMON  PATHOGENS  IN  MANDIBULAR 
OSTEOMYELITIS  FROM  DENTAL  INFECTIONS 

Anaerobic  cocci  Bacteroides  sp. 

Staphylococcus  aureus  ( not  fragilis) 
Fusobacteria  Actinomyces 

Candida 

is  the  drug  of  choice;  erythromycin  and  clindamy- 
cin are  satisfactory  alternative  drugs  in  penicillin- 
allergic  patients. 

Pseudomonas  osteomyelitis  from  puncture 
wounds  of  the  feet  was  first  described  in  1968. 10 
It  is  most  common  in  children,  for  it  is  usually  the 
result  of  stepping  on  a nail.  The  original  trauma 
may  penetrate  the  periosteum,  or  the  infection 
may  spread  to  bone  from  deep-seated  soft  tissue 
infection.  The  onset  of  infection  is  rapid,  with 
severe  pain  which  seems  out  of  proportion  to  the 
extent  of  the  lesion.  Proper  treatment  consists 
of  careful  surgical  debridement  with  removal  of 
part  or  all  of  the  infected  bone  and  proper  anti- 
biotic therapy.  An  aminoglycoside  and  intra- 
venous carbenicillin  should  be  administered  for  a 
minimum  of  two  weeks. 

Acute  Osteomyelitis  Complicating  Surgery 

Acute  osteomyelitis  may  result  from  any  sur- 
gical trauma  to  bone.  Staphylococcal  osteomye- 
litis has  been  reported  following  bone  marrow 
aspiration;  however,  osteomyelitis  more  often 
complicates  the  insertion  of  nails,  screws,  and 
other  prostheses  into  bones  and  joints.  Infection 
in  this  setting  is  most  often  due  to  Staphylococcus 
aureus  or  Staphylococcus  epidermidis.  As  anti- 
biotic susceptibility  of  these  organisms  varies,  sus- 
ceptibility testing  is  mandatory.  Penicillinase- 
resistant  penicillins  are  usually  the  drugs  of 


choice;  cephalosporins  and  lincosamines  may  be 
used  in  penicillin-allergic  patients. 

Preventive  antibiotic  therapy  given  immediately 
preoperatively  and  intraoperatively  has  proven 
effective  in  preventing  infection  associated  with 
joint  prosthesis  insertion.  The  cephalosporins 
are  the  preferred  agents  for  this  purpose. 

Chronic  Osteomyelitis 

Chronic  Osteomyelitis  Associated  with  Peripheral 
Vascular  Disease 

Osteomyelitis  associated  with  peripheral  vascu- 
lar disease,  particularly  if  diabetes  is  present,  may 
present  in  an  acute  manner  but  is  most  often  indo- 
lent, and  thus  will  be  considered  with  chronic 
osteomyelitis. 

Bone  infection  with  peripheral  vascular  insuffi- 
ciency most  often  involves  the  toes  where  ulcera- 
tion, tissue  damage,  and  gangrene  are  most  com- 
mon. Anaerobic  infections  are  common  since 
the  redox  potential  in  these  tissues  is  optimum 
for  their  growth.  They  may  be  present  alone  or 
coexisting  with  Staphylococcus  aureus .n  Staphy- 
lococcus epidermidis,  Cornyebacterium  sp.  and 
coliform  bacilli  are  frequently  isolated  from  puru- 
lent drainage  in  chronic  osteomyelitis  associated 
with  peripheral  vascular  disease;  the  significance 
of  such  isolates  is  unknown. 

Surgical  therapy,  including  careful  debride- 
ment, sympathectomy  and  occasional  amputa- 
tion, appears  to  be  the  mainstay  of  therapy  in 
patients  with  osteomyelitis  secondary  to  peripheral 
vascular  disease.  Antibiotic  therapy  should  cover 
anaerobic  pathogens  as  well  as  Staphylococcus 
aureus.  Clindamycin  has  been  reported  to  be 
effective  in  the  treatment  of  anaerobic  osteomye- 
litis and  osteomyelitis  due  to  Staphylococcus 
aureus.12  The  cephalosporins,  particularly  cefoxi- 
tin, penicillins,  and  aminoglycosides,  have  been 
used  successfully,  both  singly  and  in  combination. 
Guidelines  for  the  duration  of  therapy  are  difficult 
to  establish;  each  case  will  need  to  be  handled  on 
an  individual  basis. 

Chronic  Osteomyelitis  as  a Sequelae  of  Acute 
Osteomyelitis  or  Resulting  from  Surgery 

Prompt,  effective  treatment  of  acute  osteomye- 
litis should  prevent  the  devastation  of  chronic 
osteomyelitis  by  marked  bone  destruction,  drain- 
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ing  sinus  tracts,  pain,  deformity,  and  debilitation.2 
These  patients  have  episodic  exacerbations  of 
acute  infection  resulting  from  obstruction  to  the 
purulent  drainage.  Chronic  osteomyelitis  may  be 
the  end  result  of  infected  fractures  or  infected 
surgical  prostheses. 

Various  bacteria  cause  chronic  osteomyelitis; 
the  most  common  infecting  organism  is  Staphylo- 
coccus aureus.  Antibiotic  selection  for  long-term 
therapy  in  chronic  osteomyelitis  requires  precise 
identification  of  the  infecting  organism.  Culture 
of  sinus  tract  drainage  will  reveal  the  pathogen 
in  fewer  than  50  percent  of  patients.13  It  is  im- 
portant to  carry  out  a bone  biopsy  for  culture 
with  the  surgical  approach  being  through  normal 
skin. 

Effective  antibiotic  therapy  has  allowed  a num- 
ber of  patients  with  chronic  osteomyelitis  to  ex- 
perience an  arrest  in  the  infectious  process  with 
elimination  of  draining  sinuses.  This  is  particu- 
larly true  in  infections  due  to  Staphylococcus 
aureus  treated  with  the  penicillinase-resistant  peni- 
cillins (oxacillin,  cloxacillin,  dicloxacillin),  the 
cephalosporins,  or  lincomycin.14  Successful  long- 
term therapy  with  clindamycin  in  chronic  anaero- 
bic osteomyelitis  has  been  reported.11 

Surgical  debridement  and  removal  of  sequestra 
are  a necessary  adjunct  to  the  therapy  of  chronic 
osteomyelitis.  There  is  no  conclusive  evidence 
at  the  present  time  that  the  use  of  hyperbaric 
oxygen  or  antibiotic  irrigation  techniques  have 
any  role  to  play  in  the  treatment  of  chronic  osteo- 
myelitis.2 

Acute  Infectious  Arthritis 

Although  suppurative  joint  infection  occasion- 
ally coexists  with  osteomyelitis,  it  is  typically  a 
distinot  entity  with  a different  clinical  presenta- 
tion. Like  osteomyelitis,  acute  suppurative  arth- 
ritis appears  to  be  diminishing  in  frequency  except 
in  selected  population  groups  who  are  at  particu- 
lar risk  for  infection.15 

In  children  under  the  age  of  three,  Haemophilus 
influenzae  is  the  most  common  cause  of  purulent 
joint  infection,  except  in  the  neonate  where  infec- 
tion is  most  likely  due  to  coliforms,  Group  B 
streptococcus,  or  Staphylococcus  aureus.  In  older 
children  and  adults,  Staphylococcus  aureus  is  the 
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single  most  common  cause  of  suppurative  arth- 
ritis. In  teenagers  and  young  adults,  suppura- 
tive arthritis  is  not  infrequently  caused  by  the 
gonococcus.  Patients  with  gonococcal  pyarth- 
rosis  frequently  present  with  multiple  joint  in- 
volvement, tenosynovitis,  and  concurrent  skin 
rash. 

Cultures  of  the  joint  fluid  in  patients  with  gono- 
coccal arthritis  reveal  the  organism  in  fewer  than 
50  percent  of  cases.  With  a typical  clinical  pic- 
ture, positive  cultures  from  the  cervix,  rectum,  or 
pharynx  help  to  confirm  the  diagnosis.  Occasion- 
ally, Gram  stain  and  culture  of  an  associated  skin 
lesion  will  reveal  the  gonococcus.16 

Pneumococci  cause  suppurative  arthritis  as  a 
complication  of  pulmonary  infection  in  children 
and  adults.  Aerobic  and  anaerobic  intestinal 
bacteria  may  infect  joints  of  patients  who  have 
had  intestinal  surgery.  Patients  with  underlying 
joint  disease,  eg,  rheumatoid  arthritis,  are  particu- 
larly prone  to  such  infection. 

M.  tuberculosis  and  atypical  mycobacteria  can 
cause  purulent  joint  infection.  In  tuberculosis, 
this  is  frequently  associated  with  pulmonary  infec- 
tion and  is  often  related  to  joint  trauma  conse- 
quent to  injection  of  corticosteroids.  Infection 
due  to  atypical  mycobacteria  can  also  occur  as  a 
result  of  in tra- articular  steroid  injection,  or  may 
be  secondary  to  contiguous  soft  tissue  infection 
such  as  occurs  in  patients  with  Mycobacterium 
marinum  infection  of  the  hand. 

Certain  of  the  deep  mycoses,  including  cocci- 
diomycosis,  blastomycosis,  and  cryptococcosis, 
may  produce  purulent  joint  infection  and  osteo- 
myelitis.17 

Specific  diagnosis  in  septic  arthritis  depends 
upon  aspiration  of  joint  fluid  with  prompt  Gram 
stain  and  culture.  Increase  in  white  blood  cells 
and  decrease  in  sugar  in  the  joint  fluid  suggests 
bacterial  infection.  Unless  the  diagnosis  is  obvi- 
ous from  Gram  stain,  bacterial,  fungal,  and  my- 
cobacterial cultures  should  be  prepared. 

Proper  therapy  of  suppurative  arthritis  requires 
repeated  aspiration  of  the  affected  joint  until  the 
joint  fluid  is  no  longer  purulent.  Proper  aspira- 
tion of  the  shoulder  and  hip  joints  is  difficult;  it 
may  be  necessary  to  place  a drain  in  these  joints 
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until  clinical  improvement  occurs.  The  local  in- 
stallation of  antibiotic  agents  into  affected  joints 
is  not  necessary. 

The  proper  selection  of  an  antibiotic  agent  for 
the  treatment  of  suppurative  arthritis  obviously 
depends  upon  the  organism  isolated  or  suspected. 
In  all  age  groups,  it  is  necessary  to  consider  the 
staphylococcus  to  be  a possible  infecting  patho- 
gen; and,  therefore,  a penicillinase-resistant  peni- 
cillin should  be  administered  until  the  infecting 
organism  is  identified.  In  neonates,  the  possibility 
of  group  B streptococcus  or  coliform  infections 
might  prompt  the  addition  of  an  aminoglycoside 
and  penicillin;  in  children  under  three,  the  pos- 
sibility of  Haemophilus  influenzae  infection  may 
prompt  the  use  of  ampicillin,  chloramphenicol, 
or  cefamandole. 

Patients  with  gonococcal  arthritis  should  be 
treated  with  intravenous  penicillin,  12  million 
units  a day  for  a period  of  three  days,  plus  ampi- 
cillin by  mouth  for  an  additional  seven  days. 
Patients  allergic  to  penicillin  may  be  treated  with 
doxycycline,  300  mg  the  first  day,  then  200  mg 
daily  for  a total  of  ten  days. 

Patients  with  joint  infection  due  to  Mycobac- 
terium tuberculosis  should  be  treated  for  one  year 
with  a combination  of  isoniazid  and  rifampin. 
Isoniazid  and  ethambutol  is  also  an  effective  com- 
bination in  bone  and  joint  tuberculosis,  but  a 
longer  course  of  therapy  may  be  necessary.  If 
there  are  reasons  to  suspect  a resistant  organism 
(such  as  previous  treatment  or  failure  to  respond 
to  therapy),  the  organism  should  be  sent  to  a 
reference  laboratory  for  susceptibility  testing.  Pa- 
tients who  are  infected  with  atypical  mycobac- 
teria should  receive  isoniazid,  ethambutol,  and 


rifampin  until  such  time  as  the  results  of  sus- 
ceptibility testing  are  available.  Doxycycline, 
minocycline,  or  amikacin  may  be  valuable  ad- 
juncts to  therapy  in  patients  with  infection  due 
to  Mycobacterium  fortuitum  or  Mycobacterium 
marinum}820 


Prompt  administration  of  appropriate  antibio- 
tics combined  with  proper  surgical  intervention 
will  result  in  cure  in  most  patients  with  bone  and 
joint  infections.  To  assure  good  results,  the  phy- 
sician must  be  familiar  with  the  clinical  and 
microbiologic  aspects  of  these  infections. 
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Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPIOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 

HEALTHCARE 

SERVICES'" 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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HAZARDS  IN  DIAGNOSTIC  REASONING 

Which  line,  number  1,  2,  or  3 most  clearly 
matches  line  A?  (Figure  1)  Last  year,  Donald 


M.  Berwick,  M.D.,  speaking  on  the  topic  of 
“Hazards  in  Diagnostic  Reasoning,”  at  the  An- 
nual Meeting  of  the  Medical  Society  of  Delaware, 
reported  an  experiment  in  which  the  above  ques- 
tion was  asked  of  a large  number  of  subjects. 

If  the  question  was  preceded  by  similar  ques- 
tioning of  a number  of  confederates  to  the  experi- 
ment who  in  the  subjects’  hearing  answered,  “Line 
1,”  more  than  80%  of  the  subjects  then  agreed 
that  line  1 was  most  nearly  equal  to  line  A.  Do 
you  believe  that  two  or  100  persons  preceding 
your  being  asked  the  same  question  could  con- 
vince you  that  number  1 is  the  right  answer? 
Independent  thinking  is  such  a strong  character- 
istic of  physicians  that  it  is  highly  unlikely  that 
a similar  experiment  with  medical  practitioners 
as  its  subjects  would  have  the  same  results. 

Try,  however,  this  experiment.  Quickly  esti- 
mate the  answer  to  the  following  multiplication 
problem:  8x7x6x5x4x3x2xl= 

The  mean  of  the  answers  of  a group  of  subjects 
given  this  problem  was  2250.  The  mean  answer 
of  another  group  given  the  same  problem  in  re- 
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verse  (Ix2x3x4x5x6x7x8=)  was  512.  The  ac- 
tual answer  is  40,320.  The  variance  in  results 
is  due  to  a characteristic  of  human  thinking  which 
is  known  to  cognitive  psychologists  as  position 
heuristic. 

Here  is  one  more  Berwick-type  exercise.  Study 
this  list  of  names  for  about  30  seconds:  Michael 
De  Bakey,  William  Osier,  Mary  Green,  Helen 
Johnson,  Mildred  White,  Christian  Barnard,  Ethel 
Masterson,  Paul  Dudley  White,  Ruth  Lewis, 
Lewis  B.  Flinn,  Hippocrates,  and  Ann  Robinson. 

Now  answer  this  question:  Were  there  more, 
fewer,  or  an  equal  number  of  men’s  names  in  the 
group  of  names  you  have  just  read?  If  you  answer 
more,  you  will  be  in  the  majority,  but  wrong,  and 
demonstrating  bias  due  to  set,  the  set  of  male 
names  being  much  better  known. 

Dr.  Berwick  and  his  colleagues  teach  a course 
on  medical  decision  making  at  Harvard  Univer- 
sity each  year.  Pointing  out  the  limitations  and 
pitfalls  of  commonly  used  thinking  processes  is 
an  early  part  of  their  curriculum. 

Bernadine  Z.  Paulshock,  M.D. 

vs 

“UGLY”  PEOPLE 

It  has  been  my  understanding  that  Abraham 
Lincoln  once  said,  “I  do  not  like  that  man.  I 
must  get  to  know  him  better.”  Hardly  a day 
goes  by  during  which  I fail  to  see  one  or  more 
examples  of  the  wisdom  of  this  statement. 

How  does  getting  to  know  a person  better 
make  that  person  less  ugly?  I believe  that  there 
are  two  principle  mechanisms  to  account  for  the 
observable  fact  that  an  individual  who  appears 
“ugly  on  first  contact”  may  in  fact  be  an  attractive, 
warm,  and  likable  person.  We  are  all  familiar 
with  the  fact  that  most  domestic  animals  when 
frightened  assume  an  ugly  or  menacing  posture. 
Witness  the  cat,  hissing,  spitting,  standing  stiff 
with  hair  extended.  Or  the  dog,  snarling,  snap- 
ping, growling,  and  barking.  Or  the  monkey 
or  the  bird.  Human  beings,  too,  are  “ugly,  re- 
pelling or  repulsive,  obnoxious  and  unreasonable” 
in  proportion  to  the  degree  to  which  they  are 
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anxious,  frightened,  terrified  or  feel  threatened. 

The  way  we  as  observers  react  to  this  behavior 
on  the  part  of  another  person  depends  upon  our 
own  countertransference.  In  some  instances,  the 
major  part  of  our  negative  reaction  results  from 
a resemblance  between  the  present  behavior  of 
the  individual  and  significant  other  individuals 
in  our  past  life,  and  we  transfer  our  negative 
feelings,  which  are  automatically  recalled,  to  the 
present  situation.  Depending  upon  the  extent 
to  which  we  are  aware  of  this  factor,  we  can 
usually  make  allowances  for  the  “ugly”  behavior 
and  understand  that  the  individual’s  anxiety  level 
will  decrease  and  the  “ugly”  stance  will  soften 
dramatically  if  our  approach  is  nonthreatening 
and  we  are  not  attempting  to  take  away  what 
little  control  he  feels  he  has  in  the  situation.  I 
believe  that  in  such  situations  an  individual’s 
anxiety  and  resultant  behavior  are  directly  related 
to  the  extent  to  which  the  individual  feels  that  his 
integrity  as  an  independent  person,  with  some 
degree  of  control  over  what  happens  to  him,  is 
threatened. 

V.  Terrell  Davis,  M.D. 
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CONCORD  PLAZA 
3411  Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


WIDE  RANGE  POCKET  ^RADIO^  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER’’  SERVICE 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


Mj/ 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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MEDLAB  - AUGUSTINE  CUT-OFF 
SUITE  13  PROFESSIONAL  BLDG. 
AUGUSTINE  CUT-OFF 
WILMINGTON,  DELAWARE 
(302)  655-4445 


MEDLAB  - PIKE  CREEK 
1 PIKE  CREEK  CENTER 
NEW  LINDEN  HILL  ROAD 
WILMINGTON,  DELAWARE 
(302)  994-5764  (302)  994-7603 


MEDLAB  - FOULK  RD. 

1805  FOULK  ROAD 
CORNER  FOULK  & SILVERSIDE  RDS. 
WILMINGTON,  DELAWARE 
(302)  478-3228 


NEWARK  MEDICAL  LABORATORY 
KELWAY  PLAZA,  SUITE  105 
314  EAST  MAIN  STREET 
NEWARK,  DELAWARE 
(302)  731-0244 


• surgical  pathology 


• microbiology 


• hematology 


Delaware  Medical  Laboratories , Inc.  • (302)  994-5764 

1 PIKE  CREEK  CENTER,  WILMINGTON,  DELAWARE  19808 


• cytology 


• chemistry 


• serology 


NUTRITION  IN  THE  CARE  OF  THE 
CANCER  PATIENT 


Stephen  M.  Weiss,  M.D. 


The  popular  image  of  the  typical  advanced 
cancer  patient  is  a thin,  apathetic  person  with 
sunken  cheeks,  thin  skin,  and  wasted  muscles, 
usually  lying  in  bed  because  he  is  too  weak  to 
walk.  These  characteristics  are  also  typical  of 
patients  with  advanced  malnutrition.  If  mal- 
nutrition is  allowed  to  develop  in  patients  treated 
with  radiotherapy,  surgery,  and  chemotherapy,  it 
is  unlikely  that  the  patients  will  be  strong  enough 
to  maximally  respond  to  their  cancer  treatments. 

Why  do  cancer  patients  develop  these  mani- 
festations of  malnutrition,  and  what  should  be 
done  to  prevent  starvation? 

Through  a variety  of  mechanisms,  malignant 
tumors  can  predispose  patients  to  malnutrition. 
Cancers  of  the  digestive  tract,  from  the  mouth 
to  the  anus,  can  contribute  to  starvation  on  the 
basis  of  mechanical  difficulties.  For  example, 
a squamous  cell  carcinoma  of  the  pharynx  will 
interfere  with  swallowing  and  diminish  nutrient 
intake.  Gastric  and  bowel  cancers  can  produce 
partial  obstruction  or  malabsorption  of  nutrients. 
Primary  tumors  anywhere  in  the  body  can  act  as 
parasites  on  the  patient’s  body,  satisfying  the 
tumor’s  calorie  and  protein  requirements  at  the 
expense  of  the  host.  Alterations  in  taste  percep- 
tion commonly  occur  in  cancer  patients  whose 
eating  is  often  diminished  based  on  their  impaired 
taste. 

The  cancer  patient  has  often  lost  weight  even 
before  he  is  first  admitted  to  the  hospital  for 
diagnosis  and  treatment.  As  the  patients  under- 

Dr.  Weiss  is  Assistant  Professor  of  Surgery,  Jefferson  Medical 
College;  Attending  Surgeon  and  Director  of  Nutrition  Support 
Service,  Thomas  Jefferson  University  Hospital;  and  Consultant 
in  Surgery,  Wilmington  Veterans  Administration  Hospital.  He  is 
a recipient  of  the  Junior  Faculty  Clinical  Fellowship  of  the  Ameri- 
can Cancer  Society. 


go  extensive  series  of  tests,  they  usually  are 
maintained  on  a starvation-type  diet.  A patient 
with  a suspected  colon  cancer,  for  example,  will 
be  given  clear  liquids  or  less  while  in  preparation 
for  barium  enema,  colonoscopy,  intravenous  uro- 
gram and  upper  GI  series,  or  ultrasound.  Prior 
to  operation,  he  will  receive  only  a clear  liquid 
bowel  prep  for  several  additional  days.  After 
operation,  further  catabolic  stresses  are  suffered 
by  the  patient  who  is  given  virtually  no  calories 
for  five  to  seven  days  until  intestinal  function 
returns. 

Radiotherapy  for  cancer  further  contributes  to 
loss  of  body  cell  mass.  Patients  who  receive 
radiation  treatments  to  the  abdominal  cavity,  such 
as  aortic  lymph  node  irradiation  for  lymphomas 
or  gastrointestinal  primaries,  typically  lose  their 
appetites  and  may  develop  nausea,  vomiting,  or 
diarrhea.  Patients  receiving  pelvic  irradiation  for 
cervix  or  bladder  malignancies  have  similar  prob- 
lems. Radiation  esophagitis  can  develop  in  pa- 
tients receiving  radiotherapy  to  the  lung  or  media- 
stinum; patients  who  develop  significant  radiation 
induced  dysphagia  will  invariably  diminish  their 
oral  intake  and  lose  weight. 

Cytotoxic  chemotherapy,  extensively  used  in 
patients  with  a wide  variety  of  malignant  tumors, 
is  generally  active  against  rapidly  proliferating 
cells;  the  mucosa  of  the  digestive  tract  is  thus 
very  susceptible  to  injury.  Nausea  and  vomiting 
are  almost  universal  accompaniments  of  chemo- 
therapy. Diarrhea  or  malabsorption  may  also 
result  from  damage  to  the  small  bowel  mucosa. 
A patient  receiving  5-fluorouracil  weekly  may 
have  two  or  three  days  each  week  of  relative 
starvation.  As  this  treatment  schedule  is  con- 
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tinued  for  many  months,  the  patient  can  become 
significantly  malnourished. 

Well-nourished  patients  undergoing  major  op- 
erations can  tolerate  short-term  starvation.  When 
these  patients  recuperate  and  are  restored  to 
health,  they  promptly  regain  lost  body  protein. 
In  contrast,  the  cancer  patient  has  often  lost 
weight  prior  to  diagnosis  and  operation.  After 
operation,  further  cancer  treatment  with  chemo- 
therapy or  radiotherapy  may  be  given.  In  this 
situation,  long-term  starvation  occurs,  and  the 
patient  is  at  risk  of  developing  malnutrition  which 
can  prevent  him  from  receiving  maximum  bene- 
fit from  his  cancer  treatments. 

The  insidious  development  of  malnutrition  is 
surprisingly  common  in  cancer  patients.  A well- 
nourished,  70  kilogram  patient  has  about  140,000 
calories  stored  as  fat.  Since  these  patients  may 
burn  only  2500  calories  per  day,  their  fat  may 
be  sufficient  to  provide  calories  for  many  weeks. 
The  limiting  body  nutrient  during  starvation, 
however,  is  usually  protein.  The  typical  70 
kilogram  patient  has  only  about  6 kilograms 
of  protein,  mostly  in  skeletal  muscle.  Chronically 
starved  patients  may  break  down  about  75  grams 
of  body  protein  a day.  Unlike  fat,  the  body  has 
no  excess  stored  protein;  every  molecule  of  body 
protein  is  of  functional  importance,  such  as  mus- 
cular activity,  or  maintenance  of  oncotic  pressure, 
infection  fighting  immunoglobulins,  or  as  enzymes 
for  vital  metabolic  functions.  Protein  depleted 
patients,  even  though  they  may  sometimes  look 
obese,  can  have  significant  functional  impairment 
because  of  loss  of  body  protein.  This  loss  of  body 
protein  and  calories  can  be  prevented.  If  cancer 
patients  are  to  be  treated  with  potentially  effective 
sophisticated  modalities,  it  is  not  rational  to  allow 
these  patients  to  become  malnourished  during 
treatment. 

The  most  effective  first  step  in  the  nutritional 
support  of  the  cancer  patient  is  to  recognize  the 
likelihood  of  development  of  a nutritional  prob- 
lem. Physicians  treating  the  cancer  patients  must 
be  aware  that  they  are  dealing  with  a chronic 
disease  and  that  starvation  may  develop  gradu- 
ally during  the  course  of  illness.  It  is  not  ap- 
propriate to  wait  until  the  patient  has  become 
malnourished;  rather,  malnutrition  should  be  pre- 
vented. For  the  patient  who  is  to  begin  a course 
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of  radiotherapy  or  chemotherapy,  outpatient  nu- 
tritional intervention  should  be  begun.  The  pa- 
tient and  his  family  should  be  made  awarp  that 
aberrations  in  taste  perception  are  common,  and 
that  anorexia  may  develop.  If  the  patient  develops 
an  aversion  to  meat,  alternative  sources  of  protein 
can  be  suggested.  Alterations  in  seasoning,  such 
as  decreasing  salt  and  increasing  sugar,  may  be 
helpful.  Frequent  small,  attractively  served  meals 
are  often  better  tolerated  than  three  large  feed- 
ings. Evaluation  and  recommendations  from  a 
hospital  dietitian  familiar  with  cancer  patients’ 
needs  can  often  be  useful. 

Cancer  patients  almost  invariably  lose  weight  in 
the  hospital  unless  special  efforts  are  made  to 
prevent  catabolism.  At  the  time  of  admission, 
the  patient’s  intake  should  be  quantified  by  calorie 
counts;  a nursing  report  that  the  patient  is  “eating 
well”  is  not  sufficient. 

If  the  patient’s  intake  is  marginal  or  slightly 
below  the  minimum  daily  requirements  of  35 
calories  and  one  gram  of  protein  per  kilogram 
body  weight,  oral  supplements  can  often  be  used 
to  improve  intake.  A wide  variety  of  packaged 
supplements  are  available  for  patients.  Many 
pharmaceutical  companies  manufacture  liquid, 
powdered,  or  gelatin  preparations  in  a variety 
of  flavors.  Convenience  and  high  nutritional 
value  are  two  major  advantages  of  these  prepara- 
tions. Patients  should  be  encouraged  to  find  one 
or  more  supplements  which  they  find  palatable, 
although  the  physician  may  find  these  products 
less  than  appetizing. 

For  patients  not  able  voluntarily  to  take  ade- 
quate nutrients  by  eating,  the  most  efficient  means 
of  nutritional  repletion  is  by  use  of  a feeding  tube 
when  the  gastrointestinal  tract  is  functional.  Tech- 
nological improvements  in  the  past  several  years 
have  made  enteric  tube  feeding  a simple,  very 
effective  technique  with  high  patient  tolerance. 
Soft,  silicone  rubber  feeding  tubes  with  small 
mercury  weighted  tips  are  available  in  small  di- 
ameters (about  eight  French),  easily  inserted,  and 
quite  comfortable  for  patients.  Inexpensive  pre- 
pared canned  liquid  diets  available  from  a variety 
of  manufacturers  provide  premeasured  quantities 
of  protein,  carbohydrate,  and  fat  in  an  inexpen- 
sive, easily  administered  form.  They  are  complete 
in  the  sense  that  all  necessary  vitamins,  minerals, 
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and  other  nutrients  are  included.  These  diets  are 
residue  restricted,  not  hyperosmolar,  and  lactose- 
free  so  diarrhea  is  an  infrequent  problem.  The 
risk  of  aspiration  is  greatly  diminished  by  the  use 
of  small  calibre  tubes  which  allow  the  lower 
esophageal  sphincter  to  close  around  them.  To 
avoid  gastric  distention  and  further  minimize  the 
risk  of  vomiting,  tube  feedings  should  be  ad- 
ministered slowly  and  continuously,  usually  by 
an  infusion  pump.  We  now  use  this  enteric  feed- 
ing technique  much  more  often  in  hospitalized 
patients  than  parenteral  feeding. 

In  patients  whose  gastrointestinal  tract  cannot 
be  used,  intravenous  hyperalimentation  is  effective 
via  a central  venous  catheter.  Amino  acids  are 
given  for  protein  synthesis;  hypertonic  dextrose  is 
used  as  a calorie  source.  Since  minerals,  vitamins, 
and  lipid  emulsion  are  all  provided,  it  is  technic- 
ally feasible  to  maintain  parenteral  feeding  until 
the  patient  is  able  to  take  adequate  nutrients  by 
mouth. 


When  carefully  administered  by  experienced 
personnel,  parenteral  feeding  has  a low  compli- 
cation rate.  Total  parenteral  nutrition  is  rela- 
tively expensive;  at  most  hospitals,  however,  the 
cost  of  the  amino  acid  solutions  has  decreased  by 
about  a third  over  the  past  several  years.  Two 
liters  of  the  parenteral  nutrition  solution  now  cost 
about  $50  to  the  patient  in  our  medical  institu- 
tions; the  range  is  $25-100  elsewhere. 

An  overall  approach  to  the  nutritional  support 
of  the  cancer  patient  has  evolved.  Because  many 
patients  with  cancer  will  become  malnourished 
due  to  the  combined  effects  of  their  tumor  and 
various  tumor  treatments,  the  physicians’  atten- 
tion must  be  paid  to  preventing  the  gradual  de- 
velopment of  nutritional  problems.  It  is  not  ra- 
tional to  aggressively  continue  antineoplastic  ther- 
apy while  allowing  a patient  to  slowly  starve. 

Effective  means  of  providing  nourishment  for 
cancer  patients  exist  and  should  be  utilized  as 
appropriate. 


Jeffry  I.  Komins,  M.D.  The  Trumpet  Player 
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ANTIBIOTICS  IN  LABORATORY  MEDICINE,  edited 
by  Victor  Lorian,  M.D.,  The  Williams  and  Wilkins 
Company,  Baltimore,  Maryland,  1980.  737  pp. 
Illus.  Price  $65.00. 

To  most  clinical  laboratorians,  the  field  of  in 
vitro  antibiotic  testing  has  become  exceedingly 
complex  ov^er  the  past  few  decades.  The  growth 
of  antibiotic  research  and  therapy,  as  related  to 
the  clinical  laboratory,  has  resulted  in  an  exten- 
sive literature.  To  find  any  theoretical  or  prac- 
tical information  concerning  a particular  anti- 
microbial agent,  one  must  usually  conduct  a 
laborious  search  through  numerous  books,  jour- 
nals, and  papers,  and  at  times  resort  to  direct 
communication  with  the  manufacturer. 

Victor  Lorian,  M.D.,  an  eminent  medical  micro- 
biologist, realized  this  void  in  antibiotic  reference 
texts  and  has  assembled  the  most  complete  and 
thorough  single  publication  available  on  the  sub- 
ject. With  34  internationally  recognized  con- 
tributors, Antibiotics  in  Laboratory  Medicine  con- 
tains an  unprecedented  amount  of  theoretical  and 
practical  information  as  to  what  can  be  done  in 
the  clinical  laboratory.  Dr.  Lorian  explains  that 
each  chapter  contains  an  academic  section,  which 
covers  the  field  at  the  highest  level  of  current  ex- 
pertise, as  well  as  a practical  section  which  de- 
scribes in  detail  sophisticated  technology  and  rou- 
tine methodology  including  an  interpretation  of 
the  results.  This  text  is  written  in  such  a way 
that  scientists,  physicians,  and  technologists 
should  be  able  to  reproduce  the  procedures  de- 
scribed without  the  need  for  additional  reading. 
Each  chapter  is  documented  by  an  extensive  bibli- 
ography, particularly  useful  to  laboratories  doing 
antibiotic  research. 

Most  of  the  information  gathered  in  this  volume 
has  never  been  presented  in  book  form.  The  abun- 
dance of  graphs  and  tables,  including  complete 
information  on  MICs  for  all  drugs  and  all  species 
of  microorganisms  encountered  in  medical  micro- 
biology, enables  the  reader  quick  and  easy  com- 


prehension. I can  recommend  this  book  without 
reservation  to  all  clinical  laboratorians  and  re- 
searchers who  work  with  antibacterial  agents  in 
vitro. 

Philip  L.  Pike,  Ph.D. 

Mr.  Pike  is  the  Supervisor  of  the  Infectious  Disease  Research 
Laboratory  at  the  Wilmington  Medical  Center. 


% % % 

MODERN  TOPICS  IN  PEDIATRIC  DERMATOLOGY, 
edited  by  Julian  Verbov,  M.D.,  Lippincott/Harper 
Publishing  Co.,  Philadelphia,  1979.  220  pp.  Illus. 
Price  $35.00. 
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RECENT  DEVELOPMENTS  IN  THE  TREATMENT 
OF  EPILEPSY,  PART  II: 

MODERN  THERAPEUTIC  METHODS 


John  M.  Pellock,  M.D. 


Approximately  16  antiepileptic  drugs  are  now 
marketed  in  the  United  States.  This  can  be  ex- 
pected to  control  or  bring  about  marked  improve- 
ment in  more  than  75%  of  patients  with  epi- 
lepsy.43 Prior  to  1970,  the  13  primary  antiepi- 
leptic drugs  controlled  seizures  in  no  more  than 
50%  of  patients  with  epilepsy.44  The  past  decade 
has  brought  carbamazepine,  clonazepam,  and  val- 
proic acid,  which  allow  better  control  with  re- 
duced side  effects;  nevertheless,  a genuine  need 
remains  for  developing  new  AEDs  with  more 
selective  anticonvulsant  effects  and  less  toxicity. 

One  must  ask  why  only  three  antiepileptic  drugs 
(carbamazepine,  clonazepam,  and  valproic  acid) 
were  newly  marketed  over  the  past  decade  and 
why  few  pharmaceutical  firms  today  are  still  in- 
terested in  antiepileptic  drug  development.  Some 
factors  which  influence  the  development  of  these 
compounds  into  marketable  antiepileptic  drugs 
include:  the  difficulty  of  demonstrating  efficacy, 
the  unpredictability  and  high  incidence  of  side 
effects  following  chronic  administration,  conflict- 
ing evaluations  of  the  need  for  new  therapy,  the 
portion  of  the  market  available  for  new  drugs, 
and  the  relationship  between  the  pharmaceutical 
industry  and  regulatory  agencies.  These  rela- 
tionships and  the  plan  for  an  anticonvulsant  drug 
screening  program  were  outlined  by  Krall  and 
his  colleagues  in  1978.43-45  Since  1975  the  Epi- 
lepsy Branch  of  the  National  Institute  of  Neuro- 
logical and  Communicative  Disorders  and  Stroke 
(NINCDS)  of  the  National  Institute  of  Health 

Dr.  Pellock  is  Assistant  Professor  in  Neurology  and  Pediatrics 
at  the  Medical  College  of  Virginia;  Director  of  the  Child  Epilepsy 
Clinic  at  the  Medical  College  of  Virginia;  and  a member  of  the 
Board  of  Directors  of  both  the  Epilepsy  Association  of  Virginia 
and  the  local  Central  Virginia  Chapter. 

Part  I of  this  article  appeared  in  the  June,  1981  issue  of  the 
Delaware  Medical  Journal. 


(NIH),  has  screened  over  38,000  compounds;  ap- 
proximately 70  of  these  agents  have  shown  anti- 
convulsant activity  with  a favorable  ratio  of  ther- 
apeutic efficacy  to  toxicity  and  are  in  advanced 
phases  of  testing.  Seven  additional  compounds 
are  undergoing  more  advanced  animal  studies. 
Less  than  five  new  AEDs  are  undergoing  clinical 
trials  at  the  present  time,  but  at  least  as  many 
drugs  presently  used  for  other  indications  are 
also  in  clinical  trials  as  antiepileptic  agents.46 
Without  the  continued  scientific  and  financial 
support  from  the  Epilepsy  Branch  of  NINCDS, 
it  is  questionable  whether  the  pharmaceutical  in- 
dustry would  continue  to  undertake  the  develop- 
ment of  new  antiepileptic  agents.45 

After  the  drug  of  choice  is  selected,  the  blood 
level  is  increased  to  the  range  of  usual  thera- 
peusis.  Table  5 gives  a range  where  large  popu- 
lations of  patients  exhibited  best  control  with  least 
toxicity.  However,  individual  patients  may  re- 
quire levels  that  are  usually  subtherapeutic  or 
even  mildly  elevated  and  usually  toxic  for  op- 
timal seizure  control  with  least  side  effects.  By 
using  a single  AED,  the  physician  is  most  likely 
to  keep  side  effects  to  a minimum.  Beginning 
therapy  with  two  AEDs  simultaneously,  such  as 
phenobarbital  and  phenytoin,  frequently  offers 
little  therapeutic  advantage  and  increases  side 
effects  and  toxicity.  A second  drug  should  be 
added  only  after  steady  state  levels  are  reached, 
and  levels  have  been  raised  to  toxicity  or  intoler- 
able side  effects  have  appeared  without  seizure 
control.  When  a second  drug  is  added,  the  same 
rules  are  followed.  Special  attention  should  be 
given  to  drug  interactions  which  may  occur  when 
polypharmacy  is  used.7 
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TABLE  5 

PHARMACOLOGIC  PROPERTIES  OF  COMMON  ANTIEPILEPTIC  DRUGS 


Drugs 

Therapeutic  dose 
(mg/kg) 
Child/Adult 

Vi  life 
( hours) 
Child/Adult 

Time  to  Reach 
Steady  State 
(days) 
Child/Adult 

Effective  levels 
(/xg/ml) 

Toxic  levels 
(/xg/ml) 

Carbamazepine 

20-25/20 

8-19/10-25 

4-6 

6-10 

>15 

Clonazepam 

0.2/0. 2 

13-33/19-46 

4-6 

0.03-0.6 

>0.08 

Ethosuximide 

20/15 

30/60 

2-5/4-8 

40-100 

>150 

Phenobarbital 

4-7/2 

40-70/50-120 

10-18/14-21 

15-40 

> 50 

Phenytoin 

5-8/4-5 

18-22/22 

5-7 

10-20 

> 25 

Primidone 

20-25/20 

6-8 

2-3 

8-12 

> 15 

Valproic  Acid 

30-50/30-40 

5-8/7-8 

2-3 

50-100 

>150 

Along  with  the  development  of  new  drugs  over 
the  past  decade,  the  clinical  management  of  epi- 
lepsy has  been  improved  by  the  availability  of 
technology  to  determine  antiepileptic  drug  con- 
centrations in  serum.29*47  Drug  levels  are  assayed 
by  chromatography  or  immunologic  techniques; 
newer  methods  require  only  small  quantities  of 
serum  and  may  be  performed  rapidly.  Total 
plasma  AED  levels  (bound  and  free  fractions) 
are  usually  reported.29  In  rare  clinical  situations, 
assay  of  free  levels  may  be  necessary.  These  can 
be  obtained  in  many  laboratories  by  measuring 
salivary  levels.48 

Measurements  of  AED  levels  allow  assessment 
of  compliance  as  well  as  the  attainment  of  usual 
therapeutic  or  toxic  ranges.  One  may  more 
easily  identify  the  compound  responsible  for  toxi- 
city in  patients  receiving  multiple  drug  therapy. 
It  is  important  to  note  that  toxicity  may  be  mani- 
fested both  by  the  common  symptoms  of  lethargy, 
ataxia,  dysarthria,  and  nystagmus  and  by  an  in- 
crease in  seizures.7  Behavioral  changes  may  be 
secondary  to  the  occurrence  of  increased  seizures 
or  to  increased  drug  levels.  Drug  level  determina- 
tions used  in  combination  with  the  patient’s  clini- 
cal state  may  truly  allow  one  to  individualize 
therapy  to  an  optimum  degree. 

As  with  all  laboratory  tests,  the  physician 
should  use  AED  levels  only  to  answer  specific 
questions.  Growth,  illness,  drug  interactions,  in- 
dividual drug  utilization  patterns,  autoinduction, 
compliance  patterns,  and  toxicity  states,  both 
acute  and  chronic,  are  all  indications  for  initial 
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or  repeated  measurement  of  drug  levels.  I usually 
measure  drug  levels  every  six  to  12  months  in 
patients  who  are  seizure  free  and  stable.  The 
particulars  of  pediatric  pharmacology  with  dif- 
ferent utilization  patterns  in  neonates,  infants, 
older  children,  and  adolescents  sometimes  require 
more  frequent  studies,  as  do  changes  secondary  to 
the  frequently  occurring  gastrointestinal  diseases 
in  children.49  Some  physicians  recommend  that 
blood  be  drawn  before  morning  medications  to 
obtain  trough  (ie,  lowest)  levels,  but  patients  may 
also  be  managed  using  other  schedules.  Interpre- 
tation of  AED  levels  requires  careful  attention 
to  the  time  interval  between  the  last  dose  and  time 
of  blood  level.  Most  importantly  the  physician 
should  use  this  laboratory  value  only  as  an  aid 
along  with  his  evaluation  of  patient’s  clinical 
conditions.  The  patients  should  be  treated,  not 
their  laboratory  values.  The  use  of  AED  levels 
represents  a major  advance  in  the  treatment  of 
epilepsy  when  used  with  reference  to  the  pharma- 
cological data  outlined  in  Table  5 and  paying 
strict  attention  to  the  guidelines  listed  in  Table  6. 

Other  therapies  used  to  control  epilepsy  include 
ketogenic  diets,  psychological  methods,  and  sur- 
gical therapy.  The  mechanism  by  which  the  ke- 
togenic diet  controls  seizures  is  unknown.50  Psy- 
chological methods  are  principally  used  for  pa- 
tients in  whom  anxiety  and/or  emotional  stress 
precipitate  seizures.51  In  addition,  many  patients 
with  epilepsy  have  developed  such  negative  feel- 
ings about  themselves  and  their  disorder  that 
profound  personal  and  interpersonal  disturbances 
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TABLE  6 

ANTIEPILEPTIC  DRUG  LEVELS 

USE 

Establish  steady  state  dose 
Levels  during  loading 
Compliance 

Toxicity  versus  side  effects 
Utilization  (fast  or  slow) 

Drug  interaction 

Effects  of  illness,  diet 

Effects  of  different  preparations 

Adjust  for  growth  and  weight  gain 

Autoinduction 

Why  seizures  escape  control 
Check  steady  state  every  6-12  months 


have  arisen  which  necessitate  psychological  coun- 
seling.52 

Surgical  therapy  for  epilepsy  is  usually  reserved 
for  patients  with  specific  well-defined  types  of 
epilepsy  uncontrolled  by  pharmacologic  agents. 
When  rigid  patient  selection  and  diagnostic  cri- 
teria are  employed,  seizure  control  with  both 
simple  and  complex  partial  seizures  can  be  greatly 
improved  by  surgery.53  Surgery  for  more  general- 
ized seizure  types  has  been  less  successful. 

In  addition  to  the  medical  advances  in  the 
treatment  of  epilepsy,  great  strides  have  been 
made  in  the  social,  vocational,  and  psychological 
treatment  of  patients  with  seizures.  Total  treat- 
ment includes  education  and  adequate  vocational 
training.  The  child  subject  to  recurrent  seizures 
must  live  as  normal  a life  as  possible. 

Most  epileptics  can  be  successfully  rehabili- 
tated only  if  they  are  able  to  obtain  and  keep  a 
job,  thus  achieving  financial  security,  satisfactory 
social  status,  and  a feeling  of  goal  attainment. 
Overprotection  and  overindulgence  by  family, 
friends,  teachers,  and  medical  professionals  may 
prevent  this  healthy  progression.54  At  all  costs, 
one  should  avoid  adding  unnecessary  emotional 
handicaps  to  the  problems  of  being  epileptic.  The 
physician  should  openly  discuss  epilepsy,  pre- 
ferably using  that  term. 

Along  with  epileptics  and  their  families,  the 
community  must  be  educated  to  accept  this  dis- 
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order  of  the  nervous  system  for  what  it  is  and 
not  to  consider  it  a mystical  condition  wherein 
people  are  possessed  by  demons.  Recently,  at- 
titudes have  changed  somewhat  and  better  accept- 
ance is  evident;55  nevertheless,  social  stigma  still 
exists.  Although  patients  should  be  treated  as 
normally  as  possible,  factors  which  may  precipi- 
tate seizures  or  directly  endanger  their  lives  must 
be  understood  and  discouraged. 

The  Commission  for  the  Control  of  Epilepsy 
and  its  Consequences,  established  by  Congress  in 
1975  in  accordance  with  the  provisions  of  P.L. 
94-63,  was  charged  to  investigate,  survey,  and 
study  the  social  and  medical  management  of 
epilepsy.56  Major  findings  indicate  that  although 
nearly  one  quarter  of  those  with  epilepsy  have  psy- 
chological problems,  there  are  few  specialized 
facilities  available  for  their  treatment.  Seventeen 
percent  of  children  with  epilepsy  may  have  spe- 
cial education  needs.  About  50%  of  successfully 
employed  epileptics  did  not  reveal  their  health 
problems  when  applying  because  the  average  em- 
ployer will  not  hire  a person  who  has  had  a sei- 
zure within  one  year.  Life,  health,  and  automobile 
insurance  and  drivers  license  restrictions  are  fre- 
quently arbitrarily  negative. 

The  Commission  made  appropriate  suggestions 
to  improve  the  life  of  all  patients  with  epilepsy. 
Plans  for  social,  psychological,  educational,  voca- 
tional, and  medical  management  of  epilepsy  are 
contained  in  the  Plan  for  Nationwide  Action  of 
Epilepsy  published  by  the  National  Institute  of 
Health.56 

The  various  associated  disorders  that  accom- 
pany epilepsy  affect  its  treatment.  When  children 
are  unable  to  attend  regular  class  because  of 
learning  disability,  special  placement  is  necessary 
for  that  reason,  not  because  of  their  seizure  dis- 
order. Similarly,  adults  with  epilepsy  and  hemi- 
plegia should  be  guided  towards  a vocation  where 
motor  limitations  caused  by  hemiplegia  are  con- 
sidered, even  if  their  seizures  are  under  good  con- 
trol. Programs  such  as  the  TAPS  (Training  and 
Placement  Service)  sponsored  by  the  Epilepsy 
Foundation  of  America  along  with  other  rehabili- 
tative services  have  made  vocational  rehabilitation 
a reality  rather  than  an  exception.  The  Epilepsy 
Foundation  of  America  with  its  various  local  or- 
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ganizations  can  act  as  an  excellent  resource  for 
people  with  seizures. 

Conclusion 

Although  epilepsy  is  historically  a well  known 
and  ancient  disease,  it  is  still  not  fully  controlled. 
Advances  in  the  diagnosis,  classification,  and  defi- 
nition of  underlying  disorders  in  epilepsy  over  the 
past  decade  allow  a more  exact  therapy.  New 
drugs  and  the  availability  of  monitoring  drug 
levels  in  plasma  have  brought  about  major  ad- 
vances in  therapy  and  allow  the  great  majority 
of  those  with  epilepsy  to  be  fully  controlled  or 
appreciably  improved.  Social,  psychological,  edu- 
cational, and  vocational  advances  are  also  being 
made. 

These  advances  are  ongoing;  the  continued 
testing  of  antiepileptic  drugs  with  more  specific 
anticonvulsant  activity  and  less  toxicity  continues 
to  offer  hope  to  those  still  with  uncontrolled 
seizures. 

REFERENCES 

7.  Pellock  JM,  Low  NJ.  Seizure  disorders  in  children.  In:  Kelley 


VC  (ed).  Practice  of  pediatrics,  vol.  IV,  chapt.  18.  New  York: 
Harper  and  Row,  1980. 

29.  Pippenger  CE,  Penry  JK,  Kutt  H.  Antiepileptic  drugs:  quanti- 
tative analysis  and  interpretation.  New  York:  Raven  Press, 
1978. 

43.  Krall  RL,  Penry  JK,  Kupferberg  HJ,  et  al.  Antiepileptic  drug 
development:  I.  History  and  program  for  progress.  Epilepsia. 
1978;  19:373-408. 

44.  Coatsworth  JJ.  Studies  on  the  clinical  efficacy  of  marketed 
antiepileptic  drugs.  NINDS  Monograph  No.  12,  DHEW  Pub- 
lication No.  (NIH)  73-51,  1971. 

45.  Krall  RL,  Penry  JK,  White  BG,  et  al.  Antiepileptic  drug 

development:  II.  Anticonvulsant  drug  screening.  Epilepsia. 

1978;  19:408-28.  _ 

46.  Personal  communication,  Epilepsy  Branch,  NINCDS,  1980. 

47.  Kutt  H,  Penry  JK.  Usefulness  of  blood  levels  of  antiepileptic 
drugs.  Arch  Neurol.  1974;  31:283-8. 

48.  Rylance  GW.  Monitoring  saliva  anticonvulsant  levels  in  chil- 
dren. Develop  Med  Child  Neurol.  1979;  21:387-90. 

49.  Pippenger  CE.  Pediatric  clinical  pharmacology  of  antiepileptic 
drugs:  A special  consideration.  In:  Pippenger  CE,  Penry  JK, 
Kutt  H (eds).  Antiepileptic  drugs.  Quantitative  analysis  and 
interpretation.  New  York:  Raven  Press,  1978. 

50.  Withrow  CD.  The  ketogenic  diet:  mechanism  of  anticonvulsant 
action.  In:  Glasser  GH,  Penry  JK,  Woodbury  DM  (eds). 
Antiepileptic  drugs:  mechanisms  of  action.  New  York:  Raven 
Press,  1980. 

51.  Mostofsky  DI.  Behavior  therapy  for  seizure  control.  In:  Penry 
J (ed).  Epilepsy,  the  eighth  international  symposium.  New 
York:  Raven  Press,  1977. 

52.  Store  G.  Behavior  disturbance  and  type  of  epilepsy  in  children 
attending  ordinary  school.  In:  Penry  JK  (ed).  Epilepsy,  the 
eighth  international  symposium.  New  York:  Raven  Press,  1977. 

53.  Purpura  DP,  Penry  JK,  Walter  RD  (eds).  Neurosurgical 
management  of  the  epilepsies.  Advance  Neurol,  Vol.  8.  New 
York:  Raven  Press,  1977. 

54.  Lerman  P.  The  concept  of  preventive  rehabilitation  in  child- 
hood epilepsy:  a plea  against  overprotection  and  overindulgence. 
In:  Penry  JK  (ed).  Epilepsy,  the  eighth  international  sym- 
posium. New  York:  Raven  Press,  1977. 

55.  Caveness  WF,  Gallup  GH.  A survey  of  public  attitudes  towards 
epilepsy  in  1979  with  an  indication  of  trends  over  the  past 
thirty  years.  Epilepsia.  1980;  21:509-18. 

56.  The  Commission  for  the  Control  of  Epilepsy  and  its  Conse- 
quences. Plan  for  nationwide  action  on  epilepsy.  United  States 
Department  of  Health,  Education  and  Welfare.  Publication 
No.  (NIH)  78-276,  1978. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson,  1 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 

364 


Del  Med  Jrl,  July  1981 — Vol  53,  No  7 


SPECIALTY  SOCIETIES 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics,  like  all  other 
specialty  societies  in  Delaware,  is  small  when  compared  to  other  states. 


In  the  past  decade  the  chapter  has  worked  in  many  areas  of  child  health 
advocacy,  of  which  the  D.A.P.I.  program  is  an  outstanding  example.  Other  areas 
of  interest  have  been  better  special  education  for  learning  disabilities  and  handi- 
capped children,  health  planning  to  decrease  neonatal  mortality,  a more  compre- 
hensive neonatal  screening  program,  and  a high  risk  clinic  to  follow  premature 
infants  up  to  school  age. 


Our  current  projects  include  the  improvement  of  adolescent  mental  health  by 
establishing  a facility  providing  acute  care  and  diagnosis.  The  chapter  is  also 
strongly  behind  an  infant  auto  seat  restraint  bill  which  was  recently  introduced 
in  the  state  legislature.  A pamphlet  encouraging  infant  auto  seat  restraint  has 
been  distributed  to  all  mothers  of  newborns  in  the  state  for  the  past  eighteen 
months. 


The  American  Academy  of  Pediatrics  named  the  Delaware  Chapter  the  out- 
standing small  chapter  in  1973  when  the  late  Marjorie  McKusick,  M.D.  was 
chapter  chairman,  and  again  in  1979  when  Charles  Miller,  M.D.  was  chapter 
chairman.  The  Delaware  Chapter  is  the  only  small  chapter  to  have  been  honored 
twice. 


The  motto  of  the  Academy  of  Pediatrics  is  “Speak  Up  for  Children.”  In 
the  next  decade  the  Delaware  Chapter  will  continue  to  work  in  areas  of  pediatrics 
for  the  betterment  of  children  and  the  physicians  who  care  for  them. 


Forrest  G.  Hawkins,  M.D.,  Chairman 

John  A.  J.  Forest,  Jr.,  M.D.,  Alternate  Chairman 

Howard  Z.  Borin,  M.D.,  Secretary 

Gershon  A.  Klein,  M.D.,  Treasurer 

Charles  L.  Miller,  M.D.,  Member-at-Large 

Matthew  J.  McDermott,  Jr.,  M.D.,  Member-at-Large 

Joseph  A.  Vitale,  D.O.,  Member-at-Large 
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Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /£* 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  %-> 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 


For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths  No.  2 — 15  mg,  No.  3 — 30  mg,  and  No  4 — 60  mg.  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  ot  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  tor  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empinn  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies,  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
, and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addisons  disease,  prostatic 
ertrophy  or  urethra!  stricture,  peptic  ulcer,  or  coagulation  disorders. 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  iight-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulafory  patients  and 
' ome  of  these  adverse  reactions  may  be  alteviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
sphoria,  constipation,  and  pruritus. 

most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
, sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin 
id  patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
- rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  administra- 
■large  doses. 

E AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  lo  ihe  severity  of  the  pain  and  the  response  ot 
palilt  It  may  occasionally  be  necessary  lo  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in 
thosfjjatients  who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual: 
se  for  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  two  tablets  every  four  hours  as  required.  The. usual  adult  dose 
irin  with  Codeine  No.  4 is  one  tablet  every  four  hours  as- required.  “1  x 

DRUG  INTERACTIONS:  The  CNS  depressant 
; of  Empirin  with  Codeine  may  be 

of  ottw.  cNS  depressants.  . 
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AN  OVERVIEW  OF  PREVENTION  AND 
TREATMENT  OF  ASTHMA  IN  CHILDREN 


Peter  Konig,  M.D.,  Ph.D. 

/ 


The  treatment  of  asthma  can  be  discussed  un- 
der two  headings:  treatment  between  attacks,  ie, 
prevention,  and  treatment  of  the  acute  attack. 

Prevention  of  asthma  attacks  is  based  on  two 
measures:  environmental  control  by  eliminating 
or  reducing  the  amount  of  known  allergens  and 
irritants  such  as  dust  and  cigarette  smoke,  and 
avoidance  of  known  triggering  factors  that  can 
provoke  an  attack.  Triggering  factors  can  be 
allergens  or  other  factors  such  as  cold  air,  fumes, 
etc.  One  frequent  triggering  mechanism  for  at- 
tacks of  asthma,  especially  in  children  and  young 
adults,  is  exercise.  In  asthmatic  children  exer- 
cise avoidanoe  is  often  recommended,  although 
this  is  unnecessary  as  well  as  harmful.  By  avoid- 
ing exercise  these  children  become  unfit  and  will 
therefore  have  a high  oxygen  consumption  even 
with  mild  exercise  like  walking,  which  will  result 
in  exercise-induced  asthma  after  walking  only  a 
few  blocks  to  school. 

In  addition,  not  being  able  to  participate  in 
sports  activities  may  cause  emotional  problems 
which  can  also  worsen  asthma.  Exercise-induced 
asthma  can  be  very  effectively  prevented  by  the 
administration  of  an  inhaled  adrenergic  agent  or 
cromolyn  about  ten  minutes  before  the  exercise, 
or  an  oral  theophylline  preparation  about  two 
hours  before.1 

Hyposensitization  is  a very  widely  used  but 
often  abused  way  of  management.  Good  data 
for  proof  of  its  efficacy  exist  only  for  pollen-in- 
duced, seasonal  asthma;  for  other  allergens  the 

Dr.  Konig  is  Associate  Professor  of  Child  Health  at  the  Uni- 
versity of  Missouri  School  of  Medicine. 

This  paper  is  adapted  from  a presentation  to  the  Department 
of  Family  Practice,  Wilmington  Medical  Center,  September  10, 
1980. 


evidence  is  very  questionable.2  Desensitization 
therapy  is  often  used  with  insufficient  indication, 
such  as  positive  skin  tests  which  are  unsubstanti- 
ated by  a good  history. 

Drug  prophylaxis  includes  two  first-line  agents, 
cromolyn  and  theophylline.  Two  studies  com- 
pare the  efficacy  of  these  two  drugs.  In  the  first 
study,  theophylline  was  found  to  be  superior  in 
only  one  of  the  three  criteria  used  for  compari- 
son,3 while  in  the  latest  study  there  was  no  sig- 
nificant difference  between  the  two  drugs.4  Cromo- 
lyn has  a much  better  safety  record.  In  addition, 
prolonged  administration  of  cromolyn  seems  to 
reduce  the  nonspecific  bronchial  hyperreactivity.6 
As  with  other  inhaled  medications,  for  cromolyn 
to  be  successful,  the  patient  must  be  taught  how 
to  inhale  this  drug  correctly.  In  children  too 
young  to  use  the  inhaler,  cromolyn  can  be  ad- 
ministered by  a nebulizer.9  The  advantages,  dis- 
advantages, and  how  to  choose  between  the  two 
were  described  in  a number  of  recent  review  ar- 
ticles.6'8 

If  either  of  the  two  first-line  prophylactic  agents 
fails  to  control  the  symptoms,  addition  of  the 
second  will  usually  contribute  very  little;  in  most 
cases  treatment  with  the  second-line  drug,  the 
corticosteroids,  will  be  necessary.3 

In  anyone  old  enough  to  use  a pressurized 
aerosol  (usually  four  years  or  older),  an  inhaled 
corticosteroid  is  preferable  to  systemic  adminis- 
tration because  of  fewer  side  effects.  In  particu- 
lar, beclomethasone  dipropionate  by  the  inhaled 
route  has  been  shown  to  be  a safe  and  effective 
drug.10-11  Oral  candidiasis  is  the  main  side  effect 
of  inhaled  steroids.  It  appears  mostly  in  adults 
and  is  seldom  severe  enough  to  warrant  discon- 
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tinuation  of  treatment;  its  frequency  can  be  re- 
duced by  rinsing  the  mouth  after  each  dose.  A 
recent  paper  has  shown  some  degree  of  adrenal 
suppression,12  but  the  majority  of  evidence  seems 
to  indicate  either  no  suppression  or  not  enough  to 
be  clinically  significant. 

If  systemic  administration  of  corticosteroids  is 
necessary,  alternate-day  prednisone  is  preferable 
to  a continuous  regimen  because  of  fewer  side 
effects. 

Management  of  the  Acute  Attack 

A patient  should  be  able  to  deal  on  his  own 
or  with  parental  assistance  with  mild  and  moder- 
ately severe  attacks.  For  this  he/she  should  have 
available  at  home  two  bronchodilators,  an  ad- 
renergic agent,  and  a theophylline  preparation 
which  have  a synergistic  effect.  The  patient  should 
be  instructed  to  use  them  as  soon  as  possible  in 
order  to  achieve  maximum  benefit.  In  some  chil- 
dren, a wheezing  attack  is  often  preceded  by  a 
runny  nose;  in  these  patients  the  administration 
of  the  bronchodilators  should  be  started  with  the 
premonitory  symptoms,  even  before  the  appear- 
ance of  wheezing. 

Selective  @2  adrenergic  agents  like  metaprotere- 
nol,  terbutaline,  and  isoetharine  have  fewer  side 
effects  than  the  nonseleotive  drugs  (epinephrine, 
ephedrine,  and  isoproterenol)  and  are  also  usually 
longer  acting.  Inhaled  adrenergic  agents  act 
faster  and  have  fewer  side  effects  than  oral  prep- 
arations. The  potential  for  abuse  of  the  pressur- 
ized aerosol  cannisters  exists  but,  in  my  opinion, 
has  been  exaggerated  in  the  literature. 

For  the  management  of  the  severe  attack,  it  is 
vital  to  realize  that  the  patient’s  subjective  feeling 
as  well  as  the  physician’s  physical  examination 
tend  to  underestimate  greatly  the  degree  of  airway 
obstruction  shown  by  pulmonary  function  tests.13 

Traditionally  in  the  United  States,  the  main 
treatment  for  acute  asthma  has  been  epinephrine 
by  injection.  In  England,  Australia,  and  other 
countries,  an  equally  effective  and  much  safer  ap- 
proach has  been  the  use  of  selective  fi 2 agents 
given  by  nebulizer.14  At  present  in  the  US,  only 
isoetharine  and  metaproterenol  are  commercially 
available  in  respirator  solution. 

Intravenous  aminophylline  is  valuable,  but  the 
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blood  levels  must  be  checked  in  order  to  avoid 
serious  side  effeots.  Oxygen  is  important  and 
sometimes  life  saving,  but  must  be  knowledgably 
used. 


The  usefulness  of  corticosteroids  has  recently 
been  questioned,15  although  they  are  still  con- 
sidered by  most  as  a very  necessary  part  of  man- 
agement of  the  severe  attack.  Steroids  should 
be  started  fairly  early,  because  their  effect  requires 
a number  of  hours.  In  our  center,  hydrocortisone, 
35  mg/kg/day  divided  in  four  doses,  is  used. 

Acid-base  balance  is  usually  disturbed  in  these 
patients,  but  in  most  cases  the  disturbance  is 
respiratory  acidosis  that  can  be  corrected  by  im- 
proving the  ventilatory  status  with  bronchodila- 
tors and  steroids.  Bicarbonate  is  needed  only 
if  there  is  metabolic  acidosis. 

Sedation  should  not  be  used  because  it  can 
depress  the  respiratory  center.  Antibiotics  are 
not  needed  routinely,  but  a careful  search  should 
be  made  for  the  presence  of  infections;  undetected 
and  untreated  pneumonias  have  been  found  to 
be  a contributing  cause  of  death  in  status  asthma- 
ticus. 
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Modern  Topics  in  Paediatric  Dermatology, 
written  by  many  prominent  British  dermatologists 
and  pediatricians,  is  the  first  British  book  solely 
devoted  to  pediatric  dermatology.  It  is  not  a 
textbook  but  rather  a clear,  concise  account  of 
the  more  important  common  and  uncommon  con- 
ditions affecting  the  skin.  The  emphasis  is  on  a 
practical  book  with  wide  appeal  containing  topics 
of  interest  to  pediatricians  and  family  practition- 
ers, as  well  as  dermatologists. 

The  topics  include  many  items  that  general 
physicians  and  pediatricians  may  have  difficulty 
recognizing,  diagnosing,  and  correctly  treating. 
The  first  chapter  concerns  inherited  disorders  in- 
cluding ichthyoses,  epidermolysis  bullosa,  and  pig- 
mentary disorders.  The  second  chapter  reviews 
developmental  abnormalities  such  as  birthmarks, 
epidermal  anomalies,  vascular  anomalies,  etc.  The 
third  chapter  involves  the  newborn,  including  dis- 
orders of  subcutaneous  fat,  napkin  disorders,  in- 
fections in  the  neonate,  and  miscellaneous  dis- 
orders. Chapter  four  discusses  conditions  such  as 
atopic  and  other  forms  of  eczema.  Infections  and 
infestations  are  reviewed  in  chapter  five;  psoriasis 
and  other  papulo-squamous  conditions  are  re- 
viewed in  chapter  six.  Chapter  seven  deals  with 
hair  and  nail  disorders;  the  anatomy,  physiology, 
and  disorders  of  hair  as  well  as  congenital  dis- 
orders are  discussed.  Vascular  conditions  such 
as  urticaria,  mastocytoses,  and  the  vasculitides 
are  reviewed  in  chapter  eight.  The  blistering  dis- 
orders of  children  are  explained  in  chapter  nine. 
Chapter  ten,  entitled  “The  Child  and  Light,”  re- 
views peculiar  light  reactions.  Tropical  derma- 
tology is  the  subject  of  chapter  eleven,  and  this 
touches  on  such  problems  as  lupus  vulgaria,  an- 
thrax, leprosy,  etc.  Chapter  twelve  reviews  all  the 
rheumatic  diseases  of  the  skin.  Steroids  and  their 
effect  on  growth  are  the  subject  of  chapter  thir- 
teen. Immunodeficiency  disorders  and  their  effect 
on  the  skin  are  reviewed  in  chapter  fourteen.  The 
final  chapter  explores  the  psychosomatic  aspects 
of  skin  disorders. 

The  book  is  very  easy  to  read  and  exceptionally 
well  organized.  The  short  outline  that  precedes 
each  chapter,  numerous  illustrations  and  tables, 


and  the  references  add  to  the  value  of  this  im- 
portant book. 

Paul  A.  Sica,  Jr.,  M.D. 


«?  % % 


HANDBOOK  OF  FIRST  AID  AND  EMERGENCY 
CARE,  The  American  Medical  Association,  Random 
House,  New  York,  1980.  234  pp.  Illus.  Price  $5.95. 

This  book  is  designed  to  educate  the  general 
public.  It  discusses  common  emergency  situa- 
tions which  may  be  encountered  in  daily  life  in 
the  family  or  on  the  street,  giving  instructions  as 
to  how  the  layman  should  respond  during  the 
critical  moments  before  professional  medical  care 
is  obtained.  The  first  part  of  the  book  describes 
first-aid  principles  and  techniques  and  discusses 
ten  common  life  threatening  situations  such  as 
choking,  electric  shock,  and  severe  bleeding. 
The  second  part  deals  with  these  topics  and  many 
more,  arranged  in  encyclopedia-like  form.  The 
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various  problems  and  situations  are  presented  and 
discussed  in  a brief,  simplified  manner. 

Rather  than  a complete  medical  guide  for  the 
layman,  this  book  is  one  that  can  be  consulted 
when  needed  for  daily  emergencies.  However, 
many  of  the  techniques,  including  CPR,  the  Heim- 
lich maneuver,  and  movement  of  victims  with  head 
and  neck  injuries  require  some  formal  instruction. 
The  reader  of  this  book  may  develop  a false  sense 
of  security  and  unknowingly  cause  harm  through 
poor  technique.  I am  also  concerned  that  this 
book  does  not  encourage  patients  with  hymenop- 
tera  allergy  to  obtain  an  anaphylaxis  kit  from  a 
physician  to  be  prepared  for  a sting. 

This  book  would  be  most  useful  as  a supple- 
mental text  for  a formal  first-aid  course.  I would 
hesitate  to  recommend  it  for  use  by  the  public 
without  some  kind  of  additional  teaching  of 
proper  first-aid  techniques. 

Lawrence  M.  Markman,  M.D. 
% 
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DRUGS  OF  CHOICE  1980-1981,  edited  by  Walter 
Model,  M.D.,  C.V.  Mosby  Company,  St.  Louis,  1980. 
773  pp.  Price  $39.50. 

This  revised  edition  of  Drugs  of  Choice  con- 
tinues to  be  a complete  encyclopedia  of  modern 
therapeutics.  The  first  chapter  is  entitled  “Prin- 
ciples for  the  Choice  of  Drugs,”  and  includes 
topics  on  placebo  use  and  factors  which  affect 
drug  selection.  For  some  unfortunate  reason, 
the  first  six  pages  of  this  first  chapter  were  missing 
from  the  text  reviewed.  The  index  is  quite  ex- 
tensive and  complete  which  makes  it  appropriate 
for  this  book  to  be  used  as  a reference  source. 

More  than  just  a simple  list  of  effective  drugs, 
this  book  reviews  the  clinical,  pharmacological, 
and  rational  basis  for  therapeutic  decision-mak- 
ing. It  is  current,  even  including  investigational 
drugs  such  as  angiotension  II  inhibitors  in  the 
treatment  of  hypertension. 

This  book  is  worth  reading  to  review  the  pres- 
ent state  of  clinical  drug  usage  and  not  just  as  a 
reference  source. 

Herbert  H.  Heym,  M.D. 


Clothes  for  Women  of  Discernment 
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and 
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9:00  to  4:30  Saturday  10:00  to  4:00 
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RENAL  BIOPSY  PATHOLOGY  by  Benjamin  Spargo, 
M.D.,  Anthony  E.  Seymour,  M.B.,  Nelson  G.  Or- 
donez, M.D.,  John  Wiley  and  Sons,  Somerset,  New 
Jersey,  1980,  469  pp.  Illus.  Price  $38.50. 

In  the  past  four  years  kidney  biopsies  have 
become  basic  to  the  diagnosis  of  most  of  the 
primary  glomerulopathies,  as  well  as  some  of  the 
systemic  diseases  affecting  the  kidney.  Although 
the  pathology  can  frequently  be  guessed  from  the 
entire  clinical  picture,  the  treatment  all  too  often 
involves  drug  therapy  with  considerable  mor- 
bidity. For  this  reason  alone  a pathologic  diag- 
nosis is  required  before  instituting  such  therapy. 

With  the  publication  of  Spargo’s  book,  there  is 
finally  a text  to  help  the  clinician  in  assessment 


of  the  kidney  biopsy.  The  book  is  separated  into 
chapters,  each  of  which  deals  with  a specific 
pathologic  process.  The  opening  chapters  deal 
with  procedures  for  tissue  preparation  and  with 
normal  renal  histology.  Included  are  photomi- 
crographs of  routine  sections,  immunofluorescence 
and  electromicroscopy  all  correlating  well  with 
the  text.  Beside  the  pathological  description,  the 
text  includes  discussion  of  the  clinical  presenta- 
tion, prognosis  and  treatment  of  each  disease 
entity.  The  only  shortcoming  is  the  lack  of  any 
color  photomicrographs  which  makes  full  ap- 
preciation of  H & E sections  rather  difficult. 

Francis  A.  Marro,  M.D. 

Members  of  the  Medical  Society  of  Delaware  are  invited  to 
submit  editorial  material.  Specific  guidelines  concerning  length 
requirement  are  available  from  the  Journal  office,  658-3957. 


Patterson  Schwartz 

Qry> 

JONNIE  ENGLAND 

913  DELAWARE  AVENUE  656  3141 

WILMINGTON.  DELAWARE  19806 
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Arthritis  and  Unproven  Remedies 


Arthritis  and  Unproven  Remedies 

Continued  from  page  338 

Arthritis:  The  Nightshades  and  III  Health,  is  said 
in  the  article  to  be  “a  radical  new  diet  bringing 
relief  to  thousands  who  suffer  from  the  aches  and 
pains  of  arthritis  and  promises  new  hope  for 
millions  more.”  The  Arthritis  Foundation  abhors 
this  kind  of  commercialism.  The  authors  are  a 
horticulturist  and  a graduate  assistant  in  animal 
nutrition.  Neither  is  a physician.  Neither  cares 
for  patients  or  provides  health  care.  The  Arthritis 
Foundation,  in  a recently  published  book  review, 
concluded  that  there  is  no  evidence  for  the  effec- 
tiveness of  this  diet. 

The  Arthritis  Foundation  does,  of  course,  sup- 
port good  nutrition.  Weight  loss  is  the  central  ther- 
apy for  arthritic  problems  in  weight-bearing  joints. 
There  has  never  been  any  proof  that  special  diets 
will  ease  or  cure  any  form  of  arthritis. 

There  are  many  other  unproven  remedies  for 
arthritis.  The  next  time  a patient  presents  you 
with  a difficult  question,  refer  her/him  to  the 
Arthritis  Foundation. 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


Burroughs  Wellcome  Co. 
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North  Carolina  27709 


When 
we  help 
establish 
your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial  assistance, 
we  can  offer  you  management  consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact 
NME  today. 

we  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 

For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 

nHTionnb  meoicnii  fnniu) 
enreRPRises,  me.  yyy 

"The  Total  Health  Care  Company.'' 

An  Equal  Opportunity  Employer  M/F 


William  H.  Duncan,  M.D.,  was  eleoted  President  of  the  Temple  University  School 
of  Medioime  Alumni  Association,  May  26,  1981.  Dr.  Duncan  is  Vice-President  for 
Medical  Affairs,  St.  Francis  Hospital,  Wilmington. 


The  National  Cancer  Institute  now  has  available  a pamphlet  entitled,  “INFORMA- 
TION FOR  PHYSICIANS,”  which  contains  up-to-date  information  on  the  subject 
of  DIETHYLSTILBESTROL  EXPOSURE  IN  UTERO.  The  pamphlet  answers 
questions  concerning  population  at  risk  and  conditions  found,  identification,  exami- 
nation and  referral  of  daughters,  education  and  counseling,  references,  'and  other 
information  on  the  DESAD  Project.  In  addition,  an  Atlas  of  Findings  with  many 
more  illustrations  is  now  in  press.  Two  other  updated  and  expanded  publications 
on  this  subject  are  also  available — Questions  and  Answers  About  DES  Exposure 
During  Pregnancy  and  Before  Birth  and  Were  You  or  Your  Daughter  or  Son  Born 
After  1940?  All  of  these  publications  are  available  without  charge,  by  contacting: 
Department  DES,  National  Cancer  Institute,  Office  of  Cancer  Communications, 
Building  31,  Room  10A19,  Bethesda,  Maryland  20205. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP,  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001, 
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you  need  carefully  planned 
insurance  protection  for 

□ yourself 
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□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 
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Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
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571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 
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In  Brief 


CLINICAL  NOTICES  AND  MEETINGS 


Diagnosis  and 
Treatment  of 
Arrhythmias  and 
Blocks 


Henry  J.  L.  Marriott,  M.D.  and  John  M.  Mazzullo,  M.D.,  will  conduct  the  Eighth  Annual 
Workshop  at  Eastham  on  Cape  Cod,  Massachusetts,  entitled,  “DIAGNOSIS  AND 
TREATMENT  OF  ARRHYTHMIAS  AND  BLOCKS,”  August  28-31,  1981.  This 
program  is  acceptable  for  20  credit  hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  AMA.  It  is  also  approved  by  ACEP  for  20  credit  hours  of  ACEP  Cate- 
gory I credits  and  has  been  reviewed  and  is  acceptable  for  20  prescribed  hours  by  the 
American  Academy  of  Family  Physicians.  For  further  information  or  to  register, 
write:  Tampa  Tracings  Workshop,  Box  14405,  St.  Petersburg,  Florida  33733,  or  call: 
(813)  822-5728. 


Communication  The  SPEAKERS  AND  LEADERSHIP  PROGRAMS  SECTION  is  offering  two  COM- 
Skills  Courses  MUNICATION  SKILLS  TRAINING  COURSES  for  medical  leaders  and  medical 
executives.  “COMMUNICATIONS  FOR  THE  MEDICAL  SPEAKER”  will  be  held 
September  12-13,  1981,  at  the  Marriott  O’Hare  in  Chicago,  Illinois;  “MASS  MEDIA” 
will  be  held  September  19,  1981,  in  Philadelphia,  Pennsylvania.  For  further  informa- 
tion, contact:  Mort  Enright,  Director,  Speakers  and  Leadership  Programs,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610,  (312)  751- 
6000. 


Political  Education  A POLITICAL  EDUCATION  CONFERENCE  will  be  sponsored  by  the  American 
Conference  Medical  Political  Action  Committee  September  17-18,  in  Washington,  D.C.  Speakers 
will  include  columnist  David  Broder,  political  consultant  Stu  Spencer,  pollster  Roy 
Pfautch,  and  representatives  of  the  Administration  and  Congressional  Leadership.  The 
conference  will  include  AMP  AC’s  20  th  anniversary  dinner  on  September  17th.  The 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  3ffect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  - laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patient's. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH’  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH0  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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In  Brief 


registration  fee  is  $125.  For  more  information,  call:  Diane  Waltman,  (202)  857-1300, 
or  write:  1776  K Street,  N.W.,  Washington,  D.C.  20006. 


AMA’s  Conference 
on  Environmental 
Toxicants  and 
Human  Health 


The  AMERICAN  MEDICAL  ASSOCIATION’S  CONFERENCE  ON  ENVIRON- 
MENTAL TOXICANTS  AND  HUMAN  HEALTH  will  be  held  at  Stouffer’s  National 
Center  Hotel,  Arlington,  Virginia,  on  September  14-16,  1981.  The  program  is  designed 
for  representatives  from  environmental  protection  agencies,  health  departments,  medi- 
cal societies,  and  allied  health  professionals  and  academicians.  For  further  informa- 
tion, contact:  The  American  Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610,  (312)  751-6000. 


Family  Practice—  The  33rd  Annual  Amercan  Academy  of  Family  Physicians’  Scientific  Assembly  will 
Rx  for  the  80s  be  held  at  the  Las  Vegas  Convention  Center  on  September  21-24,  1981.  The  theme  for 
this  year’s  assembly  will  be  “FAMILY  PRACTICE — Rx  FOR  THE  80s.”  For  further 
information,  write:  American  Academy  of  Family  Physicians,  1740  West  92nd  Street, 
Kansas  City,  Missouri  64114,  or  call:  1-800-821-2512. 


Advanced  The  Third  Annual  ADVANCED  COMMUNICATIONS  FOR  THE  MEDICAL 
Communication  SPEAKER  SEMINAR  will  be  held  October  16-18,  1981.  The  format  will  be  personal 
Skills  Course  coaching  with  videotape  playback  evaluation  of  each  participant.  For  information  or 
registration  cards,  contact:  Mont  Enright,  Course  Director,  Advanced  AM  A Seminar — 
Communications  for  the  Medical  Speaker,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610,  (312)  751-6452. 
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KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5 '/«%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING  REGULAR  CHECKING 


Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W.  interest 
checking  actount  is  all  about.  With  an 
average  monthly  deposit  of  $500,  your 
Artisans  N O W.  account  pays  you  5'/.% 
interest  per  annum,  compounded  daily  to 
yield  5.47%.  If  your  balance  falls  below 
$500,  there's  a $3.00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations. 


flRTISflnS’ 

SHViriGS  BHnK 

Member  P.D  1C 

Banking  the  Way  You  Need  It 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account.  An  average  monthly  minimum 
balance  of  $300  is  required.  If  your 
balance  falls  below  $300,  there's  a $3.00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations. 


(=1 

An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  8.  TatnaJI  Sts.,  Wilmington 
• Concord  Mall  • Midway,  Polly  Drummond  8. 
Graylyn  Shopping  Centers  and  Dover,  Delaware 
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CONFIDENTIALITY  AND  PATIENTS’  RIGHTS 


What  do  these  two  terms  mean?  What  is  the 
impact  of  current  thinking  about  patients’  rights 
and  the  confidentiality  of  records  on  medicine  as 
it  is  practiced  today? 

Problems  which  have  developed  because  of  the 
increased  sensitivity  to  confidentiality  include  the 
following: 

1 ) How  can  pertinent  information  be  obtained 
without  ignoring  the  privacy  rights  of  an  in- 
dividual? 

2)  Does  industrial  management  review  medical 
records  and  base  some  management  decisions 
on  such  records? 

3 ) Since  knowing  the  name  of  a patient  registered 
for  cancer  makes  a difference  in  trying  to 
evaluate  the  impact  of  various  types  of  cancer 
in  Delaware,  does  this  use  of  the  name  inter- 
fere with  a patient’s  privacy? 

4)  Do  insurance  companies  have  the  right  to  re- 
view medical  records  to  assess  the  insurability 
of  an  individual  for  fife  or  health  insurance? 
This  often  means  those  who  have  sought  medi- 
cal attention  may  be  penalized  versus  those 
who  have  ignored  symptoms  or  the  seeking 
of  routine  medical  care. 

5)  What  role  do  medical  records  play  in  the  ac- 
ceptance or  rejection  of  individuals  for  em- 
ployment or  for  admission  to  schools  or  col- 
leges? 

6)  Should  medical  record  review  for  research 
purposes  be  limited  or  forbidden  without  spe- 
cific patient  permission?  If  so,  how  does  the 
research  team  obtain  permission  for  deceased 
or  “lost”  patients? 


7)  When  do  privacy  rights  conflict  with  what  is 
best  for  society? 

An  example  of  this  latter  conflict  is  the  motor- 
cycle helmet  law.  Many  riders  feel  that  no  one 
should  be  obligated  to  wear  a helmet  for  his  own 
protection  if  he  does  not  want  to  because  the  only 
one  hurt  is  the  rider.  Yet  there  is  ample  evidence 
that  costs  occurring  from  motorcycle  accidents 
are  usually  borne  at  least  in  part  by  the  com- 
munity. 

It  has  been  well  recognized  that  for  a successful 
immunization  program  a significant  segment  of 
the  population  must  comply,  because  only  a limited 
number  of  exceptions  can  be  allowed  if  “herd” 
immunity  is  to  be  achieved.  Thus,  not  much 
choice  is  left,  especially  at  the  school  level.  It 
has  also  been  agreed  that  a typhoid  carrier  does 
not  have  the  right  to  work  in  a hotel  kitchen,  or 
a severe  epileptic  to  drive  a car. 

Should  research  which  involves  searching  hos- 
pital records  be  blocked  because  a deceased  in- 
dividual is  no  longer  available  to  sign  a permit 
to  allow  access  to  his  records?  Some  of  the  pro- 
posals made  locally  and  nationally  to  limit  access 
to  medical  information  also  have  the  potential 
for  limiting  society’s  understanding  of  disease. 
The  current  program  of  the  Wilmington  Medical 
Center  allows  a record  search  if  a research  project 
is  approved  by  the  research  committee  and  its 
proposal  includes  the  purpose  for  the  search  and 
provides  adequate  protection  for  the  privacy  of 
the  patients. 

Should  patients  be  able  to  have  their  own 
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records?  In  some  countries  patients  are  encour- 
aged to  be  the  sole  keeper  of  their  records.  On 
the  other  hand,  often  there  is  information  in  the 
records  which  the  patient  or  members  of  the 
family  should  not  see.  Frequently  confidential 
information  on  past  pregnancies,  abortions,  vene- 
real disease,  or  mental  illness  should  not  be  placed 
in  the  hands  of  the  patient  or  the  patient’s  family. 
If  a patient’s  physician  and  family  think  that 
knowledge  of  a fatal  illness  would  be  very  diffi- 
cult for  the  patient  to  handle,  should  that  patient 
be  allowed  to  look  at  his  record  because  it  is  his 
inherent  right?  In  a decision  last  year  by  OSHA, 
an  employee  was  allowed  to  designate  anyone, 
including  his  lawyer,  friends,  and  shop  stewards, 
to  have  access  to  his  medical  records.  Will  phy- 
sicians continue  to  keep  good  records  under  these 
circumstances? 

It  has  been  reasonably  well  decided  that  patients 
do  have  the  right  to  know  and  to  participate  in 
decisions  concerning  their  own  therapy.  However, 
in  the  last  few  years,  consent  forms  have  taken 
on  new  sophistication  and  meaning  and  have  be- 
come so  complex  and  cumbersome  that  part  of 
the  basic  reason  for  the  consent,  to  inform  the 
patient,  may  actually  end  up  obscuring  the  issue. 
For  example,  citing  the  potential  harmful  effects 
of  a therapy  but  including  little  or  no  indication 
for  the  probability  of  their  occurrence  can  suc- 
ceed in  frightening  rather  than  informing  the  pa- 
tient. This  is  equally  true  of  the  FDA  inserts. 
The  need  to  impart  information  does  not  neces- 
sarily insure  its  usefulness  to  the  patient.  The 
patient  should  also  have  the  right  to  be  un- 
informed, if  he  so  desires.  Patients  who  desire 
to  manage  their  own  therapy  (ie,  use  laetrile) 
sometimes  end  up  with  greater  suffering  and  pro- 
longation of  illness  which  the  rest  of  us  must  pay 
for.  A patient’s  preconceived  idea  can  lead  to 
problems.  As  a response  to  the  times  and  ad- 
vances in  medicine,  particularly  in  the  area  of 
antibiotics,  many  people  presume  that  most  illness 
can  and  should  be  cured.  For  example,  a patient 
with  a terminal  illness  often  thinks  that  all  that  is 
needed  to  die  with  dignity  is  to  stay  home  and 
take  morphine.  Unfortunately,  care  of  terminal 
illness  is  usually  more  than  administration  of 
morphine  ad  lib,  or  even  on  a regular  basis. 
Surgery,  radiotherapy,  and  medical  management 
frequently  through  chemotherapy,  are  often 


needed  to  control  symptoms,  even  when  such  an 
approach  does  not  claim  to  be  curative. 

How  can  we  inform  patients  and  their  families 
to  the  limit  of  their  understanding,  recognizing  this 
is  going  to  vary  individually  and  be  related  to 
cultural  background  and  education?  How  can 
such  informed  consent  be  made  acceptable  to  the 
federal  government  and  multiple  human  rights 
committees?  How  does  one  protect  the  right  of 
patients  not  to  be  so  informed  if  they  do  not  want 
to  be?  It  should  be  obvious  to  physicians  and 
patients  that  simple  solutions  will  not  be  easy. 
The  protection  of  the  patient  may  be  in  conflict 
with  the  right  of  society  to  be  able  to  learn  from 
and  to  improve  the  health  of  its  members  through 
information  sequestered  in  individual  records. 
Therefore,  we  need  to  be  cautious  about  attempts 
to  regulate  and  apply  too  many  general  rules  to 
insure  patients’  rights  without  recognizing  the 
adverse  effects  on  the  patient  and  on  society  if 
only  “privacy”  is  considered.  The  human  rights 
committees  which  have  been  established  in  most 
hospitals  to  help  insure  that  patients  are  not  im- 
posed upon  by  those  enthusiastic  to  demonstrate 
the  value  of  a new  procedure  or  drug  have  been 
doing  an  excellent  job.  It  is  necessary  to  realize 
that  individual  judgments  are  needed  in  addition 
to  overall  rules.  Such  committees  must  recog- 
nize, as  it  is  hoped  the  FDA  will,  that  denial  of 
approval  may  end  up  being  more  restrictive  and 
interfere  with  the  patient’s  and  physician’s  oppor- 
tunity to  decide  whether  a “new”  approach  can 
be  used,  which  may  be  the  only  hope  the  patient 
has  for  help.  Attempts  to  protect  the  patient  can 
and  have  denied  suffering  patients  an  opportunity 
for  relief.  It  may  be  something  like  marijuana 
for  nausea  (finally  now  obtainable)  or  a new 
antibiotic  that  might  be  lifesaving.  Let’s  encour- 
age research  and  progressive  approaches  to  care 
with  active,  alert  human  rights  committees  avail- 
able to  insure  patients  rights  without  undue  re- 
striction or  insistence  on  consent  forms,  which,  in 
themselves,  are  counterproductive. 

Robert  W.  Frelick,  M.D. 
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COLLEAGUES  IN  THE  NEWS 

The  House  of  Representatives  of  the  131st  Gen- 
eral Assembly  passed  House  Concurrent  Resolu- 
tion No.  74  on  June  17,  1981,  WISHING  ED- 
WARD S.  DENNIS,  M.D.,  DOVER’S  ONLY 
BLACK  PHYSICIAN,  A HAPPY  RETIRE- 
MENT AS  HE  TAKES  DOWN  HIS  SHINGLE 
ON  JUNE  30,  1981. 

For  the  past  29  years,  Dr.  Dennis  has  served 
as  a family  physician  and  as  the  director  of  medi- 
cal services  at  Delaware  State  College.  From 
1956-1972  he  was  jail  physician  at  the  former 
Kent  County  Correctional  Institution.  For  four 
years  during  the  early  1960s,  Dr.  Dennis  was 
Kent  County’s  first  deputy  medical  examiner. 

Dr.  Dennis  says  paperwork  is  one  of  the  major 
reasons  he  is  retiring.  “It  isn’t  the  patients  or  the 
midnight  calls,  it’s  the  paperwork.  You  don’t 
practice  medicine  anymore,  you  practice  paper.’’ 
Dr.  Dennis  will  not  be  totally  uninvolved  in  medi- 
cine, however.  His  son,  Dr.  Lee  M.  Dennis,  is 
now  a resident  in  surgery  at  the  Wilmington  Medi- 
cal Center. 

Dr.  Charles  G.  Wagner  is  the  first  man  on  the 
Delmarva  Peninsula  to  sell  windmills  that  gen- 
erate electricity  for  home  use.  “We  have  to  em- 
phasize that  wind  power  is  not  a panacea,  but  it 
will  keep  you  from  giving  them  (utility  companies) 
any  bloody  more  than  you  have  to,”  Dr.  Wagner 
says.* 

John  E.  Hocutt,  Jr.,  M.D.  and  his  late  father 
are  the  authors  of  the  cover  story  of  the  June, 
1981  issue  of  Physician's  Management.  Their 
paper  is  entitled,  “How  to  Ease  Workload  While 
Increasing  Productivity.” 

Roger  B.  Thomas,  Jr.,  M.D.,  Delaware’s  Dele- 
gate to  the  American  Medical  Association  conven- 
tion, was  quoted  by  the  Associated  Press  in  their 
write-up  of  the  AMA’s  discussion  of  the  Equal 
Rights  Amendment.**  Dr.  Thomas  criticized  en- 
dorsement of  a general  concept  of  equal  rights  as 
“hair-splitting,”  and  urged  the  group  to  adopt  the 
ERA  so  that  the  AMA  would  be  able  to  “speak 
clearly  and  . . . polish  the  AMA’s  image”  with 
medical  students,  residents,  and  women  physi- 
cians. 

* Delaware  State  News,  Sunday,  June  14,  1981. 

**The  Morning  News,  June  10,  1981. 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  send 
notices  of  their  milestones  to  the  Journal  office. 
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Do  lawsuits  such  as  the  one  dramatized  have  to  happen? 

No,  says  /Etna  Life  & Casualty.  No,  says  the  Medical  Society  of 
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Professional  Liability  Program,  sponsored  by 
your  society,  it’s  easy  to  find  out  more  about 
it.  Contact  your  society  or  write  Ken  Pierce, 

/Etna  Life  & Casualty,  P.O.  Box  0,  Suite  104, 

Price  Mill  Building,  Barley  Mill  Plaza, 

4303  Lancaster  Pike,  Wilmington,  DE 
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Letters  to  the  Editor 


APPROPRIATE  TREATMENT  OF  FIBROMYOSITIS 

We  are  writing  in  regard  to  Dr.  Connolly’s 
article  in  the  April  issue  (Connolly  RG,  Treatment 
of  fibromyositis  with  fluphenazine  and  amitripty- 
line: a preliminary  report.  Del  Med  J.  1981; 
53:189-91). 

Our  specific  concern  is  with  the  use  of  the 
neuroleptic  drug,  fluphenazine  hydrochloride 
(Prolixin,  Squibb),  in  the  management  of  the 
clinical  syndrome  of  fibromyositis.  The  following 
points  are  pertinent.  There  is  no  significant  evi- 
dence that  this  drug  is  analgesic.1  While  some 
well  controlled  data  are  available  suggesting  the 
utility  of  tricyclic  antidepressants  in  the  manage- 
ment of  chronic  pain  syndromes,2’3  there  are  no 
controlled  data  available  supporting  the  notion 
that  the  combination  of  a neuroleptic  and  tricyclic 
antidepressant  is  more  efficacious  than  the  tri- 
cyclic alone.  There  is  a definite  risk  (which  may 
be  as  high  as  20  percent)  of  irreversible  tardive 
dyskinesia  complicating  the  long  term  use  of  neu- 
roleptics such  as  Prolixin.4  This  issue  has  recently 
been  addressed  in  the  internal  medicine  litera- 
ture.5 

Fibromyositis  is  a rather  vague  clinical  syn- 
drome. Its  course  is  benign,  that  is,  it  does  not 
lead  to  progressive  deformities  or  the  disability 
seen  in  other  rheumatic  diseases,  such  as  rheuma- 
toid arthritis.  It  is  often  associated  with  con- 
comitant anxiety  and/or  depression,  which  adds 
significantly  to  the  disability  of  this  disease.  There 
are  a significant  number  of  patients  with  fibro- 
myositis who  function  quite  well  on  simple  rest 
programs  and  reassurance.  Others  require  anal- 
gesics, antidepressants,  and  occasionally  anti-in- 
flammatory drugs.  They  adjust  their  life  styles 
accordingly  with  very  little  job  absenteeism. 

Any  prospective  study  attempted  in  this  area 
should  not  only  evaluate  the  patients  from  the 
traditional  medical  approach,  history  and  physical, 
laboratory  testing,  and  EEG,  but  also  should  in- 
clude psychological  testing  to  better  assess  the 
emotional  status  of  the  patient.  The  same  study 
should  be  controlled,  as  well  as  double  blinded, 
with  three  patient  groups;  placebo  alone,  amitrip- 


tyline alone,  and  amitriptyline  plus  fluphenazine. 

At  the  present  time,  we  do  not  feel  that  the 
combination  of  drugs  used  in  this  article  should 
be  used  by  the  practicing  physician  until  more 
reasonable  data  are  available.  The  risk  of  side 
effects,  particularly  from  Prolixin,  does  not  seem 
to  justify  its  potential  benefits. 

Russell  J.  Labowitz,  M.D. 

James  H.  Newman,  M.D. 
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Letters  to  the  Editor 


WHO  SHOULD  BE  CALLED  DOCTOR? 

I read  with  interest  your  editorial  titled  “Call 
Me  Doctor?”  in  the  April  issue  (Del  Med  J 1981; 
53:220).  This  controversy  has  come  to  the  fore 
in  recent  years  due  to  the  developments  you 
recognized  in  the  column,  ie,  more  and  more 
health  professionals  being  trained  at  the  doctoral 
level. 

While  physicians  and  surgeons  are  “doctors”  in 
light  of  the  academic  degrees  they  hold,  so  are 
many  others.  Courts  have  consistently  ruled  that 
individuals  possessing  doctoral  degrees  from  aca- 
demic institutions  are  entitled  to  use  the  title. 
This  is  true  whether  the  degree  is  earned,  eg, 
M.D.,  J.D.,  Pharm.D.,  Ph.D.,  V.M.D.,  D.M.D., 
etc.,  or  honorary,  LL.D.,  D.H.L.,  D.  Litt.,  etc. 
As  might  be  expected,  some  who  possess  such  de- 
grees eschew  use  of  the  title,  viz.  most  law  school 
graduates. 

It  should  be  pointed  out  that  in  adopting  use 
of  the  title,  physicians  and  surgeons  are  relative 
late  comers.  The  first  doctorate  ever  awarded  by 
an  academic  institution  is  believed  to  have  been 
granted  in  Bologna,  Italy,  during  the  twelfth  cen- 
tury. The  degree  was  awarded  in  law.  The 
title  “doctor”  is  derived  from  the  Latin  “docere,” 
to  teach. 

The  problem  basically  rests  with  imprecision  in 
communication.  Doctor  is  a title,  not  a job 
description.  One  doesn’t  go  to  see  his  doctor, 
he  goes  to  see  his  physician. 

Joseph  L.  Fink,  III,  B.S.Pharm.,  J.D. 

Dr.  Fink  is  Professor  of  Pharmacy  Administration,  the  Phila- 
delphia College  of  Pharmacy  and  Science,  Philadelphia. 

SUGGESTED  CODE  OF  ETHICS  FOR  REVIEWERS 

Under  the  title  “Sneer  Review,”  Drs.  G.  B.  Vla- 
dutiu  and  A.  O.  Vladutiu  recently  addressed  the 
Editor  of  the  New  England  Journal  of  Medicine1 
on  shortcomings  in  the  process  of  reviewing  manu- 
scripts for  publication.  I agree  with  every  point 
they  make,  and  with  54  years  of  experience  in 
writing  and  presenting  articles  for  publication  in 
a wide  variety  of  journals,  I could  add  to  their 
list.  However,  the  only  way  to  remedy  the  situa- 
tion is  to  establish  a code  for  the  behavior  of  any- 


one given  the  privilege  of  reading  a new  writing. 

The  attached  suggested  Code  of  Ethics  might 
be  a start.  It  is  aimed  at  careless  scanning  of  a 
manuscript  by  one  incompetent  to  understand  it; 
at  the  “old  school  tie”  attitude  which  puts  more 
value  on  the  present  or  past  affiliations  of  the 
author  than  upon  the  text  to  be  studied;  and  at  the 
increasing  habit  of  giving  innumerable  references, 
many  of  which  the  author  has  not  actually  read. 

I have  met  instances  of  each  of  these  weak- 
nesses in  the  present  system. 

John  H.  Foulger,  M.D.,  Ph.D.,  F.A.C.P. 
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Editorial  Note:  Dr.  Foulger  attached  his  suggested  Code  of 
Ethics  for  members  of  editorial  boards  and  reviewers  of  manu- 
scripts which  has  been  passed  on  to  the  members  of  the  Publication 
Committee  and  Editorial  Board  for  their  review.  The  Journal 
office  would  be  pleased  to  provide  a copy  to  anyone  else  upon 
request. 

It?  W? 

CHANGING  SCENES  IN  A NURSING  HOME 

Eighty  years  ago  chronically  ill  individuals  in 
Delaware  had  to  be  cared  for  at  home,  which 
was  often  an  impossible  burden  on  their  families. 
A small  group  of  young  women  from  St.  Andrew’s 
Episcopal  Church  decided  that  a nonprofit  health 
care  facility  was  needed. 

They  managed  to  raise  $2,000  for  a down  pay- 
ment on  a building  at  the  comer  of  Union  Street 
and  Kentmere  Parkway.  In  December  of  1901, 
The  Home  of  Merciful  Rest  Society  was  chartered. 
The  first  “guest”  was  a woman  of  only  21  years 
who  was  completely  helpless  from  rheumatoid 
arthritis.  She  was  to  make  this  nursing  facility 
her  home  for  the  next  5 1 years! 

The  philosophy  of  the  founding  group  centered 
on  individual  attention,  good  care,  and  a home-like 
atmosphere.  This  was  not  an  “institution.”  The 
Board  appointed  to  manage  the  Home  was  a work- 
ing board.  Their  efforts  raised  the  money  to  meet 
the  annual  budget.  The  Home  always  included 
a substantial  number  of  individuals  who  could  not 
meet  the  cost  of  care.  The  Board  supervised  the 
running  of  the  Home,  filled  in  wherever  and  when- 
ever needed,  and,  in  many  cases,  were  the  “surro- 
gate family”  for  residents  without  relatives. 
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The  small  home  maintained  a good  reputation 
in  the  community.  By  1928,  it  was  evident  that 
a new  and  larger  facility  was  needed.  The  old 
structure  was  replaced  with  a new  45 -bed  building. 
It  seemed  as  though  the  dream  of  those  young 
ladies  had  been  completely  realized. 

Another  25  years  saw  great  changes  in  the 
care  of  the  chronically  ill,  plus  an  increasing  num- 
ber of  elderly  people  needing  long-term  care. 
Antibiotics  and  a growing  knowledge  of  geron- 
tology were  prolonging  life.  It  was  time  for 
changes  at  The  Home  of  Merciful  Rest  also. 

In  order  to  keep  pace  with  new  approaches  to 
long-term  care,  a wing  was  added  in  1964.  The 
residents  now  ate  in  a central  dining  room  instead 
of  in  their  rooms.  Occupational  and  physical 
therapy  were  added,  and  entertainment  and  chapel 
activities  were  scheduled  regularly. 

A more  complex  operation  made  the  Board  of 
Trustees  realize  it  was  time  to  turn  over  the  day- 
to-day  administration  to  an  Executive  Director. 
Also,  increasing  costs,  despite  patient  revenue 
from  those  able  to  pay  for  their  care  and  income 
from  a well-established  endowment  fund  used  to 
meet  the  costs  of  individuals  who  had  no  financial 
resources,  brought  increased  need  for  community 
support.  In  1946,  the  Home  became  a member 


agency  of  the  United  Community  Fund.  This 
source  of  support  will  soon  be  terminated. 

Certification  for  Medicare  came  in  1966,  and 
Medicaid  approval  soon  followed.  Stringent  regu- 
lations by  state  and  federal  governments  are  in- 
volved to  receive  these  reimbursements. 

A point  in  time  has  come  for  a hard  look  by  the 
Board  of  Trustees  at  the  future  of  The  Home  of 
Merciful  Rest.  Facts  and  figures  indicate  there 
will  be  an  increasing  need  in  the  years  ahead  for 
a facility  such  as  the  Home.  But  to  operate  on 
a more  cost-efficient  basis,  the  Home  needs  to 
expand.  Also,  the  existing  building  must  be 
brought  up  to  today’s  codes.  Therefore,  the  Board 
has  embarked  on  a program  which  within  the 
next  two  years  will  give  the  Home  a 46-bed  addi- 
tion and  renovate  the  present  building.  We  shall 
also  continue  to  admit  a limited  number  of  resi- 
dents who  cannot  afford  the  full  cost  of  care. 

In  1977,  “Kentmere”  was  added  to  the  name 
of  the  Home.  The  philosophy  behind  the  personal 
care  at  the  Home  remains  the  same.  Its  fine  repu- 
tation is  well-established;  the  Board  of  Trustees 
intends  it  shall  continue. 

Stephen  W.  Bartoshesky,  M.D. 

Medical  Director  of  Kentmere, 
The  Home  of  Merciful  Rest 
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We  make  office 
colls. 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 

To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

18002929525 

We’re  ready  to  help. 


Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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CYSTIC  FIBROSIS:  A CASE  REPORT  FROM  THE 
WILMINGTON  MEDICAL  CENTER  GENETICS  CLINIC 


Cystic  fibrosis  (mucoviscidosis)  is  an  auto- 
somal recessive  disorder  (No.  21970). 1 Various 
estimates  of  the  incidence  of  the  condition  in 
North  American  Caucasians  are  available  from 
Steinberg  and  Brown2  and  Goodman  and  Reed.3 
In  a Connecticut  study,  Honeyman  and  Siker  pro- 
vide a maximum  estimate  of  1 /489  and  a minimal 
estimate  of  1/1 863. 4 As  far  as  we  know,  there 
are  no  known  figures  about  the  incidence  of  this 
condition  among  the  various  ethnic  groups  that 
comprise  the  heterogeneous  entity  “North  Ameri- 
can Caucasians.” 


We  wish  to  present  a situation  that  we  experi- 
enced in  our  newly  organized  Genetics  Clinic  at 
the  Wilmington  Medical  Center,  Wilmington,  Del- 
aware. 


Case  Report 

The  patient,  a 36-year-old  Caucasian  female 
gravida  3 (para  1,  full  term;  0,  premature;  1,  mis- 
carriage; 1,  living)  presented  for  prenatal  care 
with  a last  menstrual  period  of  May  16,  1980,  and 
expected  date  of  confinement  of  February  23, 


Dr.  Borgaonkar  is  the  Director  of  the  Cytogenetics  Laboratory 
at  the  Wilmington  Medical  Cerlter;  holds  the  Dr.  Margaret  I. 
Handy  Chair  in  Human  Genetics;  and  is  Research  Professor,  Divi- 
son  of  Medical  Genetics,  Department  of  Pediatrics,  Thomas  Jeffer- 
son  Medical  School,  Philadelphia. 

Dr.  Komins  is  an  Associate  in  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center,  and  an  Assist- 
ant Professor  in  the  Department  of  Obstetrics  and  Gynecology  at 
the  Thomas  Jefferson  University  School  of  Medicine. 

Dr.  Hohman  is  an  Assistant  in  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center  and  an  Instructor 
in  the  Department  of  Obstetrics  and  Gynecology  at  the  Thomas 
Jefferson  University  School  of  Medicine. 

The  Genetics  Clinic  and  the  Cytogenetics  Laboratory  are  sup- 
ported in  part  by  grants  from  the  National  Foundation— March 
of  Dimes  Birth  Defects  Foundation,  the  State  of  Delaware,  the 
Junior  Board  of  Delaware  of  the  Wilmington  Medical  Center, 
and  the  Chichester  duPont  Foundation. 


Digamber  S.  Borgaonkar,  Ph.D. 

Jeffry  I.  Komins,  M.D. 

William  A.  Hohman,  M.D. 

1981.  Her  husband  is  a 57-year-old  Caucasian 
male,  who  had  three  children  by  a previous  mar- 
riage. One  of  these  three  children  had  cystic 
fibrosis.  A first  child  born  of  the  present  mar- 
riage in  August,  1977,  is  in  good  health  with  no 
evidence  of  cystic  fibrosis. 

Because  of  advanced  parental  ages  and  of  a 
cystic  fibrosis  child  in  the  family,  the  couple 
sought  counseling.  They  were  advised  as  to  the 
increased  risk  of  chromosomal  nondisjunction, 
most  often  resulting  in  trisomy  21  (Down  syn- 
drome), and  the  availability  of  amniocentesis  for 
karyotyping.  Alpha-feto  protein  determination  at 
the  time  of  amniocentesis  to  rule  out  open  neural 
tube  defect  was  mentioned  as  an  incidental  pos- 
sibility. During  the  counseling  session,  the  avail- 
ability of  a newly  described  test  by  Nadler  and 
associates  for  the  detection  of  cystic  fibrosis  from 
amniotic  fluid  was  mentioned.  Dr.  Nadler,  of 
Northwestern  Medical  School,  Chicago,  Illinois, 
had  been  consulted  prior  to  this  discussion  and 
was  willing  to  carry  out  the  testing.  After  the 
counseling  session  and  their  own  careful  consider- 
ation, the  couple  elected  to  have  amniocentesis, 
which  was  performed  on  September  4,  1980. 

Dr.  Nadler  reported  the  results  of  amniotic 
fluid  sample  analysis  for  methylumbelliferylguani- 
dinobenzoate-protease  (MUGB)  reactivity  as  fol- 
lows (for  procedural  details,  see  reference  6) : 

Specific  activity — 1.2  (Controls:  2.36±0.41) 

Abnormal  gel — 3 bands  as  compared  to  4 in 
controls. 
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Column  filtration  showed  a peak  with  molecular 
weight  60,000. 

Controls  show  one  peak  at  100,000. 

On  the  basis  of  these  findings  it  was  concluded 
that  the  couple  was  at  high  risk  for  this  fetus  hav- 
ing cystic  fibrosis.  Karyotyping  of  the  amniotic 
fluid  cultured  cells  showed  an  apparently  normal 
46, XX  chromosome  constitution.*  Alpha-feto 
protein  level  in  the  amniotic  fluid  was  normal. 

The  couple  returned  to  discuss  the  results.  They 
elected  termination  of  the  pregnancy  because  of 
their  risk  of  having  a child  with  cystic  fibrosis. 
Pregnancy  termination  utilizing  prostaglandin  F2 
alpha  was  effected  on  September  30,  1980,  with- 
out problem.  One  month  later  the  couple  was 
seen  again  for  follow  up  examination  and  dis- 
cussion. They  seemed  content  with  their  choice 
and  plan  to  return  for  further  counseling  in  the 
event  of  a future  pregnancy. 

Discussion 

What  is  the  chance  that  a person  who  is  hetero- 
zygous for  a fairly  common  disorder  such  as  cystic 
fibrosis  would  have  two  wives  each  of  whom 
would  also  be  a carrier?  The  answer  would,  in 
part,  depend  upon  the  prevalence  of  heterozygotes 
in  the  population,  which  works  out  to  one  in  35 
to  one  in  215  depending,  of  course,  on  the  gene 

•Mrs.  N.  Bhan  assisted  in  the  karyotype  analysis. 


frequency  as  observed  before.4  It  was  rather  un- 
fortunate for  our  patients  that  they  both  turned 
out  to  be  carriers  for  this  gene.  Could  it  be  that 
the  gene  is  more  common  in  certain  ethnic  groups, 
or  that  this  couple  has  a remote  consanguinity 
which  cannot  be  documented,  or  is  it  just  chance? 

This  experience  also  points  to  the  need  for 
being  alert  to  what  is  currently  published  in  the 
literature.  The  work  of  Nadler  was  published  in 
Lancet,  July  12,  1981. 5 This  amniocentesis  was 
performed  by  one  of  the  authors  in  Wilmington, 
and  part  of  the  specimen  was  sent  to  Dr.  Nadler 
for  analysis.  The  report  was  called  back  to  the 
Genetics  team  and  the  data  discussed  with  the 
couple  in  time  for  them  to  make  an  informed, 
carefully  weighed  decision. 

It  is  the  intention  of  this  report  to  alert  phy- 
sicians to  the  availability  of  this  prenatal  test. 
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MEETINGS  — COST  EFFECTIVE? 

A third  inevitable  for  physicians,  along  with 
death  and  taxes,  is  the  mandatory  staff  meeting. 
Hopefully,  we  might  make  this  third  more  toler- 
able. A good  meeting  attendance  record  for  phy- 
sicians requires  at  least  one  night  a month  de- 
voted to  professional  meetings.  These  usually 
occur  grouped  so  there  is  one  a week  for  one 
month  of  each  quarter.  These  meetings  can  be 
considered  prescribed  meetings,  as  various  dire 
threats  are  mentioned  for  poor  attendance. 

The  format  is  standard  matters  of  importance 
or  matters  of  minimal  value.  If  there’s  nothing  of 
importance,  Parkinson’s  Law  prevails,  and  either 
the  chairman  or  a zealot  drones  on  long  enough 
so  that  those  present  should  not  consider  the 
meeting  useless.  Then,  there’s  the  guest  speaker. 
Sometimes  he  is  permitted  to  speak  initially.  Other 
times  he  must  wait  for  the  business  to  conclude 
(which  is  hardly  courteous). 

The  meetings  usually  last  one  and  one-half  to 
two  hours.  A good  number  for  attendance  is  50 
to  100  doctors.  So  100  to  200  doctor-hours  are 
spent.  The  return  varies.  If  one  is  able  to  sleep 
through  it,  the  meeting  has  double  value:  rest  plus 
meeting  credit.  Looking  around  at  evening  meet- 
ings one  sees  many  who  are  expert. 

There  are  at  least  30  one-hour-only  professional 
meetings  each  month  which  are  during  the  day. 
These  provide  ample  continuing  education  for  all 
without  further  nighttime  speakers. 

Some  meetings  formerly  held  at  night  are  now 
being  scheduled  during  the  day  and  are  planned 
for  one  hour  without  a guest  speaker.  Chairmen 
of  these  meetings  have  shown  they  know  how  to 
run  an  efficient  agenda.  If  the  meetings  drag  on, 
people  get  up  and  leave — properly  so.  Occasion- 
ally a member  will  chide  the  chairman  to  move 
along — properly  so.  Honestly,  I have  even  seen 
one-hour  meetings  ended  in  30  minutes. 

Many  of  these  meetings  are  required  by  bylaws 


written  long  ago  when  there  was  no  other  way  for 
members  to  keep  informed.  Seldom  is  there  pro- 
vision for  on-call  meetings  only.  Regular  meetings 
are  scheduled  even  when  there  is  nothing  of  value 
to  discuss. 

When  professional  meetings  must  be  held,  and 
some  must,  they  could  be  held  more  efficiently, 
more  effectively,  and  with  less  cost  to  the  phy- 
sician’s professional  and  personal  life.  They  can 
be  scheduled  between  7 and  9 a.m.  for  one  hour, 
without  guest  speakers,  and  with  an  honest  agenda 
including  only  those  matters  requiring  member 
consideration,  information,  or  discussion.  No 
trivia.  Efficient  chairmanship — stiffing  any  ora- 
tory or  obstructionist  tactics.  Adjournment  when 
the  agenda  is  completed. 

Can  do? 

Jason  L.  Campbell,  M.D. 
% % 

THE  GMENAC  REPORT 

The  recently  published  report  of  the  Graduate 
Medical  Education  National  Advisory  Committee 
(GMENAC)  predicts  that  by  1990  there  will  be 
a physician  surplus  which  will  thereafter  grow 
progressively  worse.  GMENAC  also  predicts 
continuing  geographic  and  specialty  maldistribu- 
tion. 

The  GMENAC  committee  of  23,  consisting 
largely  of  medical  school  deans  and  government 
experts,  based  its  predictions  on  a further  10% 
increase  in  US  medical  school  graduates,  a 40% 
increase  in  US  osteopathic  medical  graduates,  and 
a continuing  influx  of  4100  foreign  trained  phy- 
sicians per  year.  The  estimates  of  the  need  for 
physician  services  were  laboriously  derived  from 
predictions  of  population  growth,  incidence  of 
common  health  problems,  and  estimates  of  phy- 
sician work  output.  Continuing  shortages  in  psy- 
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chiatry,  emergency  medicine,  and  preventive  medi- 
cine; appropriate  numbers  in  primary  care  spe- 
cialties; and  surpluses  in  other  specialties  are  pre- 
dicted. In  spite  of  an  overall  physician  surplus, 
GMENAC  foresees  continuing  shortages  in  small 
communities  and  rural  areas,  probably  because  the 
highly  specialized  physicians  who  will  be  in  sur- 
plus cannot  function  effectively  in  these  areas. 

The  committee’s  40  recommendations  can  be 
boiled  down  to  1)  reduce  medical  school  class 
size  by  10%,  2)  restrict  the  immigration  of  foreign 
trained  physicians,  3)  stop  training  physician  ex- 
tenders (physicians’  assistants,  nurse  practitioners, 
nurse  midwives),  4)  encourage  primary  care  and 
practice  in  underserved  areas,  5)  require  a broad 
based  clinical  training  (rotating  internship)  for 
everyone,  6)  study  and  research  the  problem  some 
more,  and  7)  continue  GMENAC. 

To  some  extent  doctors  generate  their  own 
market.  Certainly  they  generate  health  care  costs 
far  in  excess  of  their  own  fees.  The  more  spe- 
cialized the  physician,  the  more  costs  are  gener- 
ated. For  example,  a busy  heart  surgeon  can 
generate  well  over  $8,000,000  in  medical  care 
costs  per  year  (400  patients  at  $20,000  each). 
These  costs  when  multiplied  by  much-increased 
numbers  of  doctors  undoubtedly  frighten  congress- 
men who  foresee  an  increasing  pressure  toward 
nationalized  health  care  if  medical  costs  continue 
to  rise.  Such  pressure  will  come  not  only  from 
the  public  which  is  served,  but  also  from  the  in- 
dustries which  foot  the  bill.  Such  fears  may  ac- 
tually be  a large  factor  behind  the  development 
of  the  whole  GMENAC  study  and  report. 


The  recommendation  by  the  study  for  financial 
incentives  to  produce  more  primary  care  physi- 
cians and  to  lure  them  to  underserved  areas  does 
not  seem  to  me  to  get  at  the  root  of  the  problem. 
It  seems  to  be  an  expensive  short  term  solution 
with  dubious  chances  of  success.  It  might  be 
better  to  try  decentralization  of  good  family  prac- 
tice residencies  to  smaller  communities,  networks 
of  private  practice  offices  related  to  these  pro- 
grams, increased  use  of  emergency  medicine  phy- 
sicians in  conjunction  with  these,  and  similar  plans 
which  have  shown  promise  in  pilot  form.  But  it 
is  probably  unrealistic  to  expect  this  sort  of  pro- 
posal from  a group  like  GMENAC,  which  may  be 
distrustful  both  of  the  level  of  care  and  the  level 
of  teaching  skill  available  in  smaller  communities. 

The  GMENAC  report  is  a good  report,  al- 
though it  needs  to  be  interpreted  with  consider- 
able allowance  for  error.  As  any  prediction  is 
projected  farther  and  farther  into  the  future,  even 
very  minor  errors  and  biases  become  magnified. 
For  example,  GMENAC  uses  a 2%  attrition  rate 
for  physicians  (50  active  productive  years)  and 
predicts  535,750  physicians  by  1990.  A 2.5% 
attrition  (40  year  careers)  would  project  to 

518.000  physicians,  and  a realistic  3%  attrition 
(33  productive  years  as  an  average)  projects 
495,000,  thus  cutting  the  projected  surplus  of 

70.000  down  to  fewer  than  30,000. 

Moreover,  with  today’s  older  graduates,  higher 
percentage  of  women,  and  insistence  by  all  on  a 
limited  work  week  and  adequate  time  for  personal 
life,  the  small  “surplus”  predicted  could,  in  fact, 
prove  to  be  barely  adequate. 
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Other  potential  sources  for  error  could  lie  in 
the  estimates  of  need.  New  treatments  which 
either  increase  demands  for  care  for  old  diseases 
(eg,  dialysis)  or  eliminate  diseases  (eg,  polio) 
could  also  have  dramatic  effects  on  the  actual 
future  need  for  care. 

The  GMENAC  report  represents  nearly  four 
years  of  work  by  highly  intelligent,  capable,  dedi- 
cated people,  at  a cost  of  millions  of  dollars.  The 
trends,  if  not  the  specifics,  it  predicts  are  prob- 
ably correct.  As  might  be  expected,  however, 
the  report  reflects  the  composite  background  and 
points  of  view  of  the  committee  members.  The 
probability  of  their  recommending  wholesale  dis- 
continuation of  subspecialty  residencies  and  fel- 
lowships in  their  own  universities  as  a means  of 
reducing  an  oversupply  of  subspecialists  is  re- 
mote. 

Time  alone  will  tell  the  correctness  of  GMEN- 
AC’s  predictions. 

E.  Wayne  Martz,  M.D. 

& K « 

GOODBYE  TO  MEASLES? 

Most  of  us  are  aware  that  smallpox  is  consid- 
ered a totally  vanquished  disease  and  that  small- 
pox vaccinations  are  not  presently  required  for 
travel  anywhere  in  the  world.  It  may  not  be  quite 
as  well  appreciated  how  close  measles  is  to  ex- 
tinction. About  19,000  cases  of  measles  had 
been  reported  in  the  United  States  by  mid- April 
of  1960,  bringing  the  year’s  total  to  177,000. 
Twenty  years  later,  the  figures  for  the  comparable 


time  period  were  less  than  800  cases  by  the  14th 
week  of  1981. 

In  addition  to  the  absolute  paucity  of  cases,  the 
expected  seasonal  increase  did  not  occur  this 
year.1  Until  May,  that  is.  In  May  almost  100 
cases  of  measles  were  reported  from  just  two 
counties  in  Texas.2  The  incidence  of  measles  in 
southern  Texas  for  this  period  was  80  times  the 
rate  for  the  entire  US,  accounting  for  ten  percent 
of  the  country’s  cases.  Most  of  the  measles  oc- 
curred in  young  children,  almost  all  of  whom 
were  less  than  two  years  old.  Almost  half  required 
hospitalization;  one  child  died. 

All  of  the  measles  victims  in  Texas  were  chil- 
dren of  migrant  workers,  a population  which  lacks 
the  residential  roots  normally  associated  with  pre- 
ventive medical  care,  and  a population  to  which 
Delaware  is  also  host.  Once  when  I asked  a 
migrant  worker  how  long  she  would  be  in  Dela- 
ware, she  replied,  “Until  the  peppers.”  Accom- 
plishing a full  complement  of  pediatric  immuniza- 
tions in  a transient  population  is  difficult,  but 
Delaware’s  lack  of  measles  would  suggest  that  it 
is  nevertheless  being  accomplished  for  our  migrant 
workers.  Delaware  had  no  cases  of  measles  re- 
ported through  May  9,  1981;  all  of  the  South 
Atlantic  states  as  a whole  were  markedly  down 
(258)  compared  to  the  previous  year  (1314). 
To  the  near  north,  however,  Philadelphia  has 
recently  reported  a severe  recrudescence. 

Is  it  possible  that  measles  will  soon  join  the 
ranks  of  other  vanquished  infectious  diseases  such 
as  smallpox  and  poliomyelitis? 

Bernadine  Z.  Paulshock,  M.D. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES  M 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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OVARIAN  CANCER  AT  KENT  GENERAL  HOSPITAL 
DURING  THE  YEARS  1975-1979 


David  S.  Reid,  IV,  B.A. 


During  the  years  1975  through  1979,  Kent 
General  Hospital  in  Dover,  Delaware,  recorded 
30  cases  of  ovarian  cancer.  This  paper  is  an 
analysis  of  26  of  those  cases  which  were  reported 
as  primary  ovarian  cancer  in  those  years.  Infor- 
mation compiled  included  1)  patient’s  age,  2) 
residence  and  occupation,  3)  history  of  illness, 
and  4)  treatment.  These  were  compared  to  na- 
tional epidemiologic  data  and  results  of  other 
studies. 

Materials  and  Methods 

Thirty  diagnoses  of  ovarian  cancer  were  re- 
corded by  the  Medical  Records  Department  during 
the  years  1975  through  1979.  Four  of  these  pa- 
tients were  not  included  in  this  study  for  various 
reasons:  one  was  diagnosed  as  metastatic  from 
previous  stomach  cancer,  one  was  diagnosed  with- 
out pathological  analysis,  and  two  were  recur- 
rences of  ovarian  carcinomas  first  diagnosed  prior 
to  1975. 

The  remaining  26  patients  were  diagnosed  as 
primary  ovarian  carcinoma.  Their  hospital  rec- 
ords from  the  time  of  diagnosis  and  all  admissions 
thereafter  were  reviewed.  Follow-up  therapy  was 
studied  from  their  physicians’  office  records  as 
well  as  their  inpatient  records. 

Results 

Demographics:  Of  the  26  women,  24  resided 
in  Kent,  one  in  Sussex,  and  one  in  New  Castle 
County.  Nine  were  from  Dover,  four  from  Smyrna, 
four  from  Camden-Wyoming,  three  from  Mag- 

Mr.  Reid  is  a member  of  the  class  of  1983,  Bowman  Gray  School 
of  Medicine  at  Wake  Forest  University  in  Winston-Salem,  North 
Carolina.  This  study  was  performed  at  and  supported  by  Kent 
General  Hospital,  Dover,  Delaware,  under  the  direction  of  Rhoslyn 
J.  Bishoff,  M.D.,  and  James  B.  McClements,  M.D. 


nolia,  two  from  Harrington,  and  four  from  other 
small  towns  in  Delaware.  In  the  group  there 
were  13  housewives,  two  bookkeepers,  two  factory 
workers,  one  administrator,  one  fork-truck  driver, 
one  nurse,  one  teacher,  and  one  word  processor. 
Three  were  retired  and  one  was  disabled.  Cau- 
casians comprised  81%  (21)  of  the  group;  the 
other  19%  (5)  were  Black.  Age  at  the  time  of 
diagnosis  ranged  from  36  to  97  years,  with  a 
mean  of  62  years.  The  group  was  generally  made 
up  of  long-term  Delaware  residents;  nine  patients 
had  lived  in  Delaware  for  longer  than  25  years, 
seven  from  ten  to  25  years,  five  from  five  to  ten 
years,  and  only  five  for  less  than  five  years. 

Histories:  The  family  histories  were  unremark- 
able except  for  one  patient  whose  family  had  a 
repeated  high  incidence  of  cancer.  Concurrent 
diseases  included  hypertension  in  nine,  heart 
disease  in  one,  and  diabetes  in  one.  Four  patients 
were  smokers.  No  mention  of  heavy  alcohol  drink- 
ing appeared  for  any.  Hormone  therapy  was 
mentioned  for  one  patient,  and  gastrointestinal 
bleeding  for  four.  There  were  seven  patients 
with  previous  gynecological  surgery,  including 
three  dilation  and  curettages,  two  tubal  ligations, 
and  two  hysterectomies.  Obese  patients  (as  de- 
scribed in  their  records,  or  weighing  over  145 
pounds)  predominated  (19,  73%).  The  number 
of  pregnancies  was  listed  for  19  of  the  patients; 
four  had  five  or  more  pregnancies,  seven  had 
three  or  four,  four  had  one  or  two,  and  three 
had  never  been  pregnant. 

Four  members  of  the  group  had  past  medical 
histories  of  cancers.  One  patient  was  diagnosed 
in  1953  as  having  Stage  I squamous  cell  carci- 
noma of  the  uterus.  Suspicion  of  her  malignancy 
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was  raised  by  a Class  IV  Pap  smear.  She  was 
treated  in  1953  by  a total  hysterectomy  without 
oophorectomy.  A second  patient  had  a neck 
tumor  removed  in  1961.  She  was  later  diagnosed, 
by  way  of  a Class  III  Pap  smear,  as  having 
a carcinoma  in  situ  of  the  cervix.  This  diagnosis 
was  made  in  1978,  two  months  before  her  diag- 
nosis of  primary  ovarian  carcinoma.  The  cer- 
vical carcinoma  was  treated  by  dilation  and  curet- 
tage, polypectomy,  cervical  biopsy,  and  fulgera- 
tion. 

Another  patient  was  diagnosed  at  autopsy  as 
having  primary  napkin  ring  adenocarcinoma  of 
the  sigmoid  colon.  This  diagnosis  occurred  simul- 
taneously with  the  diagnosis  of  primary  ovarian 
carcinoma.  Her  illness  was  unusually  rapid;  she 
died  23  hours  after  admission  to  the  hospital  and 
before  she  was  operated  upon.  The  fourth  patient 
had  a radical  mastectomy  for  breast  cancer  in 
1963. 

Signs  and  Symptoms:  The  duration  of  symp- 
toms ranged  from  two  hours  to  one  year,  with  a 
mean  of  two  months.  The  patients’  chief  com- 
plaints were  of  a wide  variety.  Eight  members  of 
this  study  sought  medical  help  for  abdominal  dis- 
tention, pressure  or  fullness;  six  for  abdominal 
or  pelvic  discomfort;  four  for  an  abdominal 
or  pelvic  mass;  three  for  postmenopausal  bleed- 
ing; and  one  each  for  dark  stools,  flank  pain, 
leg  edema,  and  a hernia.  (Table  1)  The  pelvic 
mass  of  one  patient  was  discovered  on  a routine 
checkup;  the  patient  was  without  complaint. 

There  were  a number  of  secondary  complaints. 
Leg  edema  was  reported  by  23%;  shortness  of 
breath  was  a complaint  in  8 % . Increased  urinary 
frequency  and  hernias  were  present  in  15%. 


TABLE  1 

Presenting  Chief  Complaints  No.  Cases 

Abdominal  distention  or  fullness  8 

Abdominal  or  pelvic  discomfort  4 

Abdominal  or  pelvic  mass  4 

Postmenopausal  bleeding  3 

Dark  Stools  1 

Flank  pain  1 

Leg  edema  1 

Hernia  1 


Gastrointestinal  signs  and  symptoms  were  re- 
corded in  73%  of  the  patients,  including  34% 
who  had  constipation;  23%,  loss  of  appetite; 
19%,  nausea  or  vomiting.  Hemocult  positive 
stools  were  present  in  12%.  Abdominal  signs 
were  found  in  85%  of  the  physicals,  including 
12%  with  signs  of  abdominal  fluid.  Abdominal 
distention  was  a complaint  or  sign  in  46%,  ab- 
dominal or  pelvic  tenderness  in  42%,  and  ab- 
dominal pressure  or  fullness  in  27%.  Pelvic  and 
abdominal  masses  were  palpated  in  77%  of  the 
cases,  while  27%  of  the  patients  reported  abnor- 
mal vaginal  bleeding,  8%  had  menstrual  cramps 
thought  to  be  abnormal,  and  one  patient  was 
menstruating  when  medical  help  was  sought. 


TABLE  2 

Signs  and  Symptoms  Prevalence 

Leg  edema  23% 

Increased  urinary  frequency  15% 

Hernia  15% 

Seizures  15% 

Abdominal  fluid  signs  12% 

Dyspnea  8% 

Constipation  34% 

Loss  of  appetite  23% 

Nausea  or  vomiting  19% 

Hemocult  positive  stools  12% 

Abdominal  distention  46% 

Abdominal  or  pelvic  pain  or  tenderness  42% 
Abdominal  pressure  or  fullness  27% 

Pelvic  or  abdominal  masses  77% 

Abnormal  vaginal  bleeding  27% 

Irregular  menarche  6% 


(Table  2)  Pelvic  examination  revealed  abnormal 
findings  in  88%  of  the  patients.  Obesity  and 
abdominal  swelling  prevented  palpation  of  inter- 
nal structures  in  31%  of  the  patients. 

Laboratory  Data:  Laboratory  workup  was  not 
identical  for  each  patient.  All  the  patients  had 
a hematology  workup;  anemia  was  present  in 
34%,  38%  had  leukocytosis,  and  12%  had  leuko- 
penia. Of  the  22  patients  who  had  urinalyses 
recorded,  nine  were  abnormal.  Creatinine,  BUN, 
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SGOT,  and  electrolytes  were  all  unremarkable. 
Alkaline  phosphatase  was  elevated  in  five  of  11 
patients  in  whom  it  was  assayed.  Blood  typing 
was  performed  in  22  patients.  Group  A blood 
was  found  in  12  (55%),  group  O,  in  eight 
(36%),  and  group  B,  in  two  (9%).  All  pa- 
tients’ types  were  RH  positive. 

Diagnosis:  Radiography  aided  diagnosis  in  sev- 
eral instances.  X-rays  showed  pelvic  masses  in 
27%,  diverticulae  in  8%,  and  gallstones  in  8%. 
In  12%  of  the  patients,  pelvic  sonograms  were 
made.  In  all  of  these,  findings  were  suggestive 
of  ovarian  cancer.  Conclusive  diagnosis  was  made 
by  laparotomy  in  25  patients  and  by  autopsy  in 
one. 

The  presurgical  diagnoses  included  symptomatic 
uterine  fibroids  in  seven  patients,  colon  obstruc- 
tion in  four,  ovarian  cancer  in  three,  ovarian  cysts 
in  three,  pelvic  tumor  in  three,  and  one  each  of 
duodenal  ulcer,  endometriosis,  right  upper  quad- 
rant nodule,  upper  abdominal  cyst,  and  ureteral 
colic. 

Pathologic  diagnoses  included  eight  serous  cys- 
tadenocarcinomas,  four  papillary  adenocarci- 
nomas, four  metastatic  adenocarcinomas,  three 
pseudomucinous  cystadenocarcinomas,  two  gran- 
ulosa cell  carcinomas,  two  cystadenocarcinomas, 
one  endometrioid  adenocarcinoma,  one  malignant 
cystadenofibroma,  and  one  papillary  pleomorphic 
adenocarcinoma. 

Stage  of  Disease:  The  Cancer  Committee  of  the 
International  Federation  of  Gynecology  and  Ob- 
stetrics has  a protocol  for  staging  ovarian  cancer. 
Stage  I has  growth  limited  to  one  or  both  ovaries. 
Stage  II  includes  growth  to  the  uterus,  tubes,  or 
pelvis.  Stage  III  involves  growth  in  the  peri- 
toneum, small  bowel,  or  omentum.  Stage  IV 
growth  invades  more  distant  organs,  such  as  the 
lungs  or  liver.1 

We  found  six  patients  with  Stage  I ovarian  can- 
cer, four  with  Stage  II,  12  with  Stage  III,  and 
four  with  Stage  IV.  In  patients  in  whom  only 
one  ovary  was  involved,  or  one  was  considered 
to  be  primary,  it  was  the  left  ovary  in  nine  cases 
and  the  right  in  seven.  The  primary  cancer  was 
considered  to  have  been  bilateral  in  six  patients. 
In  four  patients,  the  cancer  had  metastasized  to 
too  great  an  extent  to  state  which,  if  any,  was 


primary.  Peritoneal  fluid  was  abnormal  in  nine 
cases. 

Treatment:  Only  three  patients  were  not  treated 
by  chemotherapy  or  radiotherapy  after  they  were 
diagnosed  as  having  ovarian  cancer.  One  died 
before  being  operated  upon,  one  died  three  days 
after  exploratory  laparotomy,  and  one  died  seven 
days  after  surgery.  Of  the  25  patients  who  had 
exploratory  laparotomies,  13  had  hysterectomies 
and  bilateral  salpingo-oophorectomies,  two  had 
unilateral  oophorectomies,  two  had  their  tumor 
masses  excised,  six  had  their  tumors  biopsied, 
and  six  had  dilation  and  curettages. 

On  six  patients,  it  was  decided  that  tumor 
resection  would  be  of  no  benefit.  Postoperative 
radiation  therapy  was  prescribed  for  seven  pa- 
tients; six  of  the  irradiated  patients  received 
chemotherapy,  as  well  as  nine  others,  making  a 
total  of  15.  Of  those,  14  received  melphalan 
(Alkeran,  Burroughs  Wellcome);  five,  cyclophos- 
phamide (Cytoxan,  Mead  Johnson);  two,  doxo- 
rubicin hydrochloride  (Adriamycin,  Adria);  and 
two,  5-flourouracil. 

The  length  of  survival  after  diagnosis  ranged 
from  one  day  to  five  years,  with  a mean  of  16 
months.  According  to  the  most  recent  medical 
records  available,  14  members  died  before  this 
study  was  completed.  The  mean  age  at  the  time 
of  death  was  63  years;  they  lived  an  average  of 
nine  months  after  diagnosis. 

Of  these  14,  the  eight  who  received  postopera- 
tive chemotherapy  lived  an  average  of  12  months 
after  diagnosis.  The  two  who  received  radiother- 
apy lived  an  average  of  four  months  after  diag- 
nosis. None  of  this  group  of  patients  had  both 
therapies.  Two  who  had  neither  therapy  lived 
an  average  of  15  months  after  diagnosis.  Three 
died  within  one  week  after  diagnosis. 

At  the  time  of  the  most  recent  available  records, 
those  still  living  numbered  12.  Their  average  age 
was  63  years  and  their  average  survival  past  their 
respective  dates  of  diagnosis  was  25  months.  Of 
the  12  living  patients,  four  had  chemotherapy, 
living  a mean  15  months  past  diagnosis;  one  had 
radiotherapy  and  was  alive  27  months  past  diag- 
nosis; four  had  both  therapies,  living  a mean  48 
months  past  diagnosis;  and  three  had  neither  and 
lived  a mean  of  nine  months.  The  five-year  sur- 
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vival  rate  could  not  be  determined  because  this 
study  was  performed  within  five  years  of  the 
diagnosis  of  most  of  these  cases. 

The  breakdown  by  stage  of  disease  follows. 
There  were  six  patients  with  Stage  I ovarian  carci- 
noma. One  died  at  age  79,  25  months  after  her 
diagnosis.  All  six  had  hysterectomies  and  bi- 
lateral salpingo-oophorectomies,  two  received  Al- 
keran  chemotherapy,  two  received  radiotherapy, 
and  three  had  neither.  Five  of  this  group  were 
living  27  months  after  diagnosis  at  last  record. 

The  four  Stage  II  patients  all  had  hysterec- 
tomies and  bilateral  salpingo-oophorectomies  and 
were  all  living  at  last  record,  a mean  of  22  months 
after  diagnosis.  Alkeran  was  the  treatment  for 
three  of  them,  radiotherapy  for  two,  and  neither 
therapy  for  one. 

Nine  members  of  the  Stage  III  group  have  died 
at  a mean  age  of  67,  seven  months  after  diagnosis. 
Of  these  nine,  one  had  a hysterectomy  and  bi- 
lateral oophorectomy,  one  had  a unilateral  oopho- 
rectomy and  the  remaining  seven  had  tumors  bi- 
opsied.  Postoperatively,  two  received  radiother- 
apy, five  received  chemotherapy,  and  two  had 
neither.  The  three  living  Stage  III  oases  average 
62  years  of  age,  25  months  after  diagnosis.  All 
three  were  on  chemotherapy  and  one  had  radio- 
therapy. 

All  four  Stage  IV  patients  have  died,  at  a 
mean  age  of  51,  and  a mean  of  nine  months  after 
diagnosis.  One  had  a hysterectomy  and  left 
oophorectomy,  one  had  a unilateral  oophorec- 
tomy, and  one  died  before  any  operation  was 
performed.  Three  from  this  group  had  chemo- 
therapy and  none  had  radiotherapy. 

Complications:  In  14  instances,  some  tumorous 
tissue  was  left  in  the  patient.  Of  these,  11  died 
at  a mean  of  eight  months  postoperatively,  and 
three  are  living  at  a mean  of  25  months  postop- 
eratively. There  were  seven  cases  of  postopera- 
tive abdominal  distention,  five  of  bowel  obstruc- 
tion, five  of  nausea,  five  of  respiratory  failure, 
four  of  ascites,  three  of  vomiting,  three  of  diar- 
rhea, and  two  of  constipation.  (Table  3) 

Discussion 

Kent  General  Hospital  serves  Kent  County, 
Delaware.  The  1977  population  of  Kent  County 


TABLE  3 


Complications  No.  Cases 

Postoperative  abdominal  distention  7 

Bowel  obstruction  5 

Nausea  5 

Respiratory  failure  5 

Ascites  4 

Vomiting  3 

Diarrhea  3 

Constipation  2 


was  projected  at  93,500,  according  to  data  sup- 
plied by  the  Kent  County  Office  of  Planning  and 
Zoning.  Using  this  figure,  the  annual  incidence 
of  ovarian  cancer  in  Kent  County  is  estimated  at 
5.56  per  100,000. 

Nationally,  ovarian  cancer  annual  rates  are  11.2 
incidences/ 100,000  with  7.3  deaths/ 100,000. 
This  represents  an  increase  of  4%  over  the  1940 
figures.2  In  Kent  County  there  were  14  deaths  from 
new  ovarian  cancers  diagnosed  over  the  five-year 
period  1975-1979,  making  an  annual  rate  of 
2.6/100,000  in  Kent  County.  The  rate  of  ovarian 
cancer  in  Kent  County  appears  lower  than  the 
national  average  and  the  death  rate  seems  lower 
as  well. 

Twelve  patients  in  this  study  had  Group  A 
blood  and  eight  had  Group  O.  The  A/O  ratio 
for  ovarian  cancer  in  these  patients  is  1.50.  The 
American  Association  of  Blood  Banks  reports 
an  A/O  Ratio  of  1.28  in  the  general  population.* 

For  the  patients  in  this  study,  the  methods  that 
seemed  most  beneficial  in  the  diagnosis  of  ovarian 
cancer  included  bimanual  pelvic  examination,  ab- 
dominal palpation,  radiology,  and  ultrasound. 

The  symptoms  found  in  these  patients  are  con- 
sistent with  those  in  text  descriptions:  abnormal 
vaginal  bleeding,  abdominal  pain  and  pressure, 
and  abdominal  enlargement.4 

There  is  much  controversy  in  the  literature  con- 
cerning optimal  therapy  for  ovarian  cancer.  One 
study  found  its  best  treatment  to  be  maximal  cyto- 
reduction,  which  was  also  necessary  for  good 
chemotherapy.  This  group  also  reported  good 
results  from  nonspecific  contact  immunostimula- 
tion.6  Another  study,  which  calls  for  greater 
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emphasis  on  careful  abdominal  exploration,  states 
that  although  studies  in  animals  support  aggressive 
chemotherapy,  the  results  of  chemotherapy  in 
humans  are  disappointing.  Radiotherapy  is  thus 
preferred,  especially  for  Stage  II  ovarian  cancer.9 
This  is  supported  by  another  study  which  states 
that  local  and  distant  recurrences  of  ovarian  car- 
cinoma are  best  controlled  by  radiotherapy  alone 
and  with  combination  chemotherapy.5  The  ovar- 
ian cancer  patients  in  Kent  General  Hospital  did 
best  with  a combination  of  some  or  all  of  the 
treatments  of  maximal  tumor  resection,  radio- 
therapy, and  chemotherapy. 
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Brief  Summary 
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as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma.  Agitated  states.  Patients  with  a history 
of  drug  abuse.  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result). 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


IMMUNO  COMPLEXES  IN  CLINICAL  AND  EXPERI- 
MENTAL MEDICINE,  by  Ralph  C.  Williams,  Jr.,  M.D., 
Harvard  University  Press,  Cambridge,  Massachu- 
setts, 1980.  552  pp.  Illus.  Price  $50.00. 

Hardly  a week  goes  by  these  days  without  pick- 
ing up  a journal  and  finding  an  article  implicating 
immune  complexes  in  the  pathogenesis  or  modu- 
lation of  a wide  diversity  of  illness.  What  is  an 
immune  complex?  It  is  a multimolecular  aggre- 
gate containing  immunoglobulin  (antibody)  mole- 
cules, their  associated  antigens,  and  occasionally 
components  of  the  complement  system.  These 
aggregates  come  in  various  shapes  and  sizes  de- 
pending on  the  availability  and  physicochemical- 
biologic  properties  of  their  respective  components. 
They  may  form  and  circulate  in  the  blood  or  be 
generated  in  specific  tissues  as  a consequence  of 
antibody  reacting  with  fixed  tissue  antigens.  The 
rapidly  developing  tools  of  laboratory  immunol- 
ogy have  greatly  expanded  our  understanding  of 
the  role  these  complexes  play  in  inflammatory, 
auto-immune,  infectious,  and  neoplastic  disease. 
Yet  our  understanding  is  still  quite  primitive.  In 
this  beautifully  written  monograph,  Dr.  Williams, 
a noted  clinical  and  basic  researcher  and  chair- 
man of  the  Department  of  Medicine  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine,  sum- 
marizes our  current  knowledge  of  this  fascinating 
area. 

This  is  not  a book  solely  for  the  academic 
physician  or  medical  student.  It  provides  a read- 
able reference  for  all  physicians  in  practice  who 
recognize  the  growing  importance  of  immunol- 
ogy in  clinical  medicine  and  require  a shelf  re- 
source to  help  them  understand  the  sometimes 
confusing  articles  and  textbook  chapters.  In  fact, 
the  title  of  this  book  is  perhaps  unfortunate  since 
it  is  truly  a clinical  resource. 

The  first  three  chapters  deal  with  bacterial, 
parasitic,  and  viral  illness.  I was  pleased  to  see 
so  much  space  allotted  to  parasitic  infections  and 


their  associated  immune  phenomenon.  On  a 
worldwide  scale,  parasitic  infection  is  of  tremen- 
dous importance  and  provides  immunologists  with 
a vast  and  virtually  untouched  laboratory  to  study 
the  human  immune  response.  This  is  followed 
by  three  excellent  chapters  detailing  the  basic 
aspects  of  immune  complex  formation,  potential 
action,  and  measurement  in  the  laboratory.  Fur- 
ther chapters  review  the  role  that  immune  com- 
plexes play  in  connective  tissue  disease,  neoplastic, 
allergic,  and  miscellaneous  disorders,  the  skin,  and 
renal  disease.  The  book  concludes  with  a chapter 
on  experimental  models. 

In  his  epilogue,  the  author  summarizes  by  star- 
ing that  he  “intended  to  provide  an  up-to-date 
assessment  of  the  state  of  the  art  . . . the  subject 
. . . represents  one  of  the  most  relevant  applica- 
tions of  immunology  to  clinical  medicine  . . .it  is 
our  hope  that  this  rather  cursory  look  will  serve  to 
stimulate  some  further  measure  of  interest  on  the 
part  of  the  average  clinician  as  well  as  the  basic 
or  clinical  investigator.”  I totally  agree.  I found 
the  book  well  written,  stimulating,  and  an  im- 
portant contribution.  I recommend  it  to  all  in- 
terested physicians. 

James  H.  Newman,  M.D. 

OBESITY:  THE  REGULATION  OF  WEIGHT,  by  Pau- 
line S.  Powers,  M.D.,  Williams  and  Wilkins  Com- 
pany, Baltimore,  1980.  427  pp.  Illus.  Price  $26.00. 
Paperback. 

Obesity  is  much  like  the  weather,  as  everyone 
taiks  about  it  but  no  one  seems  to  be  able  to  do 
much  about  it.  If  nothing  else,  reading  through 
this  book  reinforces  that  frustrated  feeling.  There 
has  been  an  unbelievable  amount  of  research  done 
on  obesity  from  the  biochemical,  psychological, 
endocrinological,  epidemiological,  and  social 
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standpoints.  The  first  two-thirds  of  this  book  are 
directed  toward  the  research  that  has  been  done 
in  this  area  over  the  past  half  century.  After 
going  through  this,  one  is  amazed  at  how  much 
basic  information  is  still  not  known  about  obesity. 
The  last  third  of  the  book  discusses  treatment 
modalities  for  obesity  including  dietary  therapy, 
surgical  therapy,  anorexic  drugs,  and  behavior 
modification  therapy.  None  of  these  therapies 
are  covered  in  any  detail,  so  that  one  could  not 
read  this  book  and  then  expect  to  be  able  to  start 
running  a behavior  modification  program  for 
obesity.  There  is  even  less  information  on  dietary 
therapy,  with  no  calorie  charts  or  detailed  dis- 
cussions of  various  types  of  calorie  restricted 
diets. 

This  book  is  an  excellent  review  of  the  literature 
on  the  pathogenesis  of  obesity,  but  has  only  a 
superficial  approach  to  the  therapy  of  obesity. 
Therefore,  I feel  it  would  be  relatively  less  useful 
to  clinicians  than  to  investigators  interested  in  the 
subject  of  obesity. 

William  L.  Jaffee,  M.D. 
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1981  AMA  HOUSE  OF  DELEGATES 
ANNUAL  MEETING 

The  1981  annual  meeting  of  the  AMA  House 
of  Delegates  was  held  on  June  7 through  June 
11,  1981,  in  Chicago.  The  Medical  Society  of 
Delaware  was  represented  by  its  President,  Dr. 
Robert  W.  Frelick;  its  Delegate,  Dr.  Roger  B. 
Thomas,  Jr.;  and  its  Alternate  Delegate,  Dr.  Rhos- 
lyn  J.  Bishoff.  This  report  will  review  major  items 
of  business  which  were  transacted  during  that  meet- 
ing, along  with  lesser  items  which  have  particular 
relevance  to  our  state;  more  fully  detailed  informa- 
tion is  contained  in  the  AMA  NEWS,  dated  June 
19-26,  1981. 

William  Y.  Rial,  M.D.,  a solo  family  practi- 
tioner from  Swarthmore,  Pennsylvania,  was  chosen 
as  President-elect  of  the  AMA  during  this  meet- 
ing; he  was  unopposed.  This  fine  physician  is 
a long-time,  boyhood  friend  of  our  Alternate  Dele- 
gate, Dr.  Bishoff;  we  will  be  fortunate  to  have 
Dr.  Rial  as  our  President-elect,  and  can  expect 
that  he  will  have  an  acute  awareness  of  many 
problems  shared  by  physicians  in  this  part  of  the 
country. 

The  delegates  approved  a major  restructuring 
of  AMA’s  organization  and  staff,  discontinuing 
the  Council  on  Continuing  Physician  Education. 
The  House  authorized  the  Board  to  study  a less 
costly  gathering  than  the  interim  meeting  of  the 
House,  if  participation  in  policy  making  could  be 
preserved.  The  House  identified  representation 
of  the  medical  profession  as  the  number  one  func- 
tion of  the  Association.  Other  primary  functions 
were  cited  as  being  the  provision  of  scientific  and 
socioeconomic  information;  the  establishment  and 
maintenance  of  standards  of  conduct  and  per- 

Del  Med  Jrl,  Aug  1981 — Vol  53,  No  8 


formance;  and  the  sharing  with  other  organiza- 
tions of  the  maintenance  and  implementation  of 
educational  standards. 

The  House  adopted  an  incremental  approach  to 
dues  increases  that  will  raise  dues  to  $285  next 
year,  which  is  a $35  dues  increase.  The  House 
also  accepted  the  principle  of  considering  raises 
of  $30  in  1983  and  $25  in  1984,  subject  to  the 
wishes  of  the  House  in  those  years.  It  should 
be  noted  that  the  organizational  changes  partially 
described  above  are  expected  to  bring  savings 
through  program  consolidation,  flexible  staffing, 
redirected  activities,  and  discontinued  activities. 
The  House  adopted  additional  dues  recommenda- 
tions concerning  medical  students,  residents, 
young  physicians  in  their  first  two  years  of  prac- 
tice, and  physicians  in  the  armed  services. 

In  a major  decision  with  far-reaching  implica- 
tions for  the  Association,  the  bylaws  were  changed 
to  establish  a direct  AMA  membership  option. 
The  plan  calls  for  states  and  counties  to  bill  all 
physicians  by  October  1,  with  the  AMA  under- 
writing part  of  the  additional  cost  of  soliciting  all 
physicians.  After  the  April  30  delinquency  date 
each  year,  the  AMA  will  bill  all  nonmember  phy- 
sicians and  students.  Lists  of  those  who  respond 
to  direct  billing  will  be  sent  for  review  to  state 
associations  before  processing  is  completed,  and 
all  objections  to  applicants  for  direct  member- 
ship will  be  referred  to  the  Judicial  Council  for 
prompt  disposition.  Physicians  accepted  for  direct 
membership  will  be  urged  to  join  state  and  county 
societies,  and  their  names  will  be  sent  to  those 
societies  as  membership  prospects.  This  plan  will 
be  reviewed  and  reappraised  after  three  years. 

The  House  adopted  a comprehensive  report 
pertaining  to  “pro-competition”  national  health 

411 


Special  Reports 


insurance  proposals  now  under  consideration  by 
the  Congress.  The  report  expresses  some  serious 
concerns  with  these  bills,  and  how  they  would 
affect  the  way  medicine  will  be  practiced  in  the 
future.  The  proposals  assume  that  patients  will 
accept  responsibility  for  first  dollar  health  care 
costs,  and  ehoose  health  insurance  with  fewer 
benefits,  and  thereby  be  motivated  to  use  fewer 
health  care  services.  The  AMA  believes  that  the 
likely  result  will  be  market  concentration,  and  that 
sponsors  of  insurance  plans  would  be  expected  to 
exercise  their  purchasing  power  to  control  selec- 
tion of  providers  and  facilities  through  special 
arrangements  with  them.  These  ends  would  be 
fostered  through  provider  contracts,  closed  panel 
arrangements,  negotiated  fee  schedules,  and  a 
greater  reliance  on  large  group  practices,  where 
costs  theoretically  might  be  lowered  through  strict 
internal  controls.  Some  delegates  predicted  that 
the  trend  would  be  for  physicians  to  wind  up  as 
employees  of  large  corporations,  and  that  corpor- 
ate America  views  the  practice  of  medicine  as  a 
mom-and-pop  industry  ripe  for  reorganization. 
The  House,  in  accepting  the  Board’s  report,  op- 
posed the  bill  sponsored  by  Representative 
Richard  Gephardt  (Democrat,  Missouri),  which 
would  radically  restructure  the  health  care  indus- 
try. The  House  directed  the  Board  to  give  further 
consideration  to  the  Consumer  Health  Investment 
Plan  (CHIP)  proposed  at  last  year’s  annual  meet- 
ing by  the  Louisiana  Delegation.  The  Board  was 
directed  to  investigate  the  feasibility  of  an  actuarial 
study  of  the  CHIP  program,  which  is  estimated  to 
require  two  months’  time  and  $25,000. 

The  House  adopted  several  proposals  on  peer 
review,  including  the  concept  that  the  AMA  will 
take  a leadership  role  in  developing  and  promot- 
ing effective  means  of  physician  assessment  of  the 
quality  of  medical  care,  regardless  of  the  fate  of 
professional  standards  review  organizations.  The 
delegates  also  said  that  the  physician  should  main- 
tain control  and  direction  over  peer  review,  and 
that  peer  review  should  be  done  only  by  physician- 
sponsored  organizations,  regardless  of  the  fund- 
ing source  for  such  review.  The  delegates  re- 
affirmed current  AMA  policy  to  encourage  the 
elimination  of  all  government-directed  peer  re- 
view programs,  including  PSROs. 

The  House  reiterated  its  support  for  the  elimi- 
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nation  of  government  funds  for  new  start-ups  of 
health  maintenance  organizations,  and  for  the 
termination  of  funds  for  other  HMOs  after  comple- 
tion of  the  current  funding  cycle.  The  delegates 
referred  to  the  Board  of  Trustees  a report  stating 
that  HMOs  may  produce  lower  cost  care,  but  rec- 
ognizing that  varying  factors  in  differing  health  care 
delivery  systems  do  not  permit  an  absolute,  direct 
cost  comparison.  There  was  reiteration  of  the 
AMA’s  position  protesting  the  use  of  tax  money 
to  promote  HMOs,  and  the  Board  was  asked  to 
publicize  the  inappropriate  use  of  tax  funds  for 
this  purpose. 

The  House  voted  to  recommend  to  hospital 
staffs  that  admission  histories  and  physicals  be 
performed  only  by  physicians.  Testimony  in  the 
Reference  Committee  hearing  described  how  phy- 
sicians are  faced  with  an  enormous  number  of 
people  who  are  literally  lining  up  to  be  certified, 
credentialed,  or  to  have  the  scope  of  their  practice 
extended.  Although  the  Reference  Committee 
had  inserted  a phrase  in  the  resolution  that  would 
have  allowed  oral  surgeons  to  perform  admission 
histories  and  physicals,  the  delegates  thought  that 
the  privilege  should  be  accorded  only  to  physi- 
cians. The  JCAH  recently  revised  its  manual  to 
allow  qualified  oral  surgeons  to  do  these  examina- 
tions on  patients  without  medical  problems.  The 
House  accepted  a report  from  the  Board  of  Trus- 
tees which  stated  that  it  was  not  legally  appropriate 
for  the  AMA  to  develop  criteria  for  granting  hos- 
pital rights  to  podiatrists.  Instead,  the  House 
voted  to  have  staff  prepare  a report  outlining  the 
legal  status  and  to  evaluate  information  regarding 
podiatry,  and  to  have  this  information  dissemi- 
nated as  needed. 

A smouldering  debate  between  medical  educa- 
tors and  state  licensing  authorities  over  the  pro- 
posed FLEX  I-II  sequence  flared  into  open  con- 
flict at  the  meeting.  The  Council  on  Medical  Edu- 
cation and  the  Section  on  Medical  Schools  re- 
solved to  oppose  the  test  sequence  that  the  Na- 
tional Board  of  Medical  Examiners  is  developing 
at  the  request  of  the  Federation  of  State  Medical 
Boards.  A medical  school  graduate  would  be 
required  to  pass  the  proposed  FLEX  I before 
entering  residency  training,  and  would  be  deemed 
unprepared  for  residency  training,  despite  his  per- 
formance in  medical  school,  if  he  failed  that  test. 
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New  physicians  would  be  required  to  pass  FLEX 
II  before  entering  the  unsupervised  practice  of 
medicine;  there  have  not  yet  been  announced 
plans  for  physicians  who  fail  that  test.  The  presi- 
dent of  the  Federation  of  State  Medical  Boards 
advised  the  House  that  the  ultimate  decision  to 
adopt  these  examinations  belongs  to  the  individual 
state  licensing  boards,  and  not  the  AMA.  Medical 
educators  see  the  proposed  FLEX  I-II  system  as 
demeaning  the  MD  degree,  maintaining  that  the 
medical  school  faculty  has  the  primary  obligation 
to  evaluate  students  during  the  four  undergraduate 
years.  Licensing  authorities,  on  the  other  hand, 
contend  that  they  have  a responsibility  to  assess 
the  students  before  allowing  them  to  treat  patients 
during  their  residency  training.  They  are  un- 
comfortable that  medical  school  graduates  in 
residency  training  programs  are  in  fact  practicing 
medicine  although  they  have  not  been  licensed  by 
any  state  board.  They  recognize  that  although 
residents  are  supposed  to  be  supervised  by  licensed 
physicians,  there  is  no  supervision  directly  on 
hand  most  of  the  time,  even  in  the  best  programs 
in  the  country.  Their  position  is  that  state  licensing 
boards  have  the  responsibility  of  assuring  the  pub- 
lic in  a formal  fashion  that  an  individual  is  com- 
petent to  practice  medicine  with  reasonable  skill 
and  safety. 

A report  that  endorsed  the  usefulness  of  nuclear 
energy  and  other  power  sources  was  approved  by 
the  House  of  Delegates,  which  also  called  for 
nuclear  reactors  to  be  built  in  low  population 
areas.  The  adopted  report  also  said  that  phy- 
sicians should  develop  methods  for  selecting  and 
evaluating  nuclear  power  plant  personnel.  Radio- 
active waste  disposal  and  health  effects  of  low- 
level  radiation  were  two  areas  identified  as  needing 
accelerated  study. 

Delegates  approved  a report  from  the  Council 
on  Scientific  Affairs  that  concluded  that  although 
electronic  fetal  monitoring  has  risks,  continuous 
EFM  is  clearly  warranted  in  high-risk  pregnancies. 
The  report  gave  examples  of  high-risk  pregnancies, 
discussed  the  risk  of  direct  EFM  increasing  the 
chance  of  Caesarean  section,  and  recommended 
when  to  monitor  intermittent  heart  rate  by  auscul- 
tation. The  Council  also  noted  that  this  trend  in 
the  increasing  use  of  EFM  has  been  associated 
with  opposing  societal  forces  which  include:  (1) 


an  increased  emphasis  on  the  “natural”  birthing 
process  in  which  any  intervention  is  viewed  with 
concern,  (2)  a greater  demand  for  demonstrated 
efficacy  of  common  practices  as  well  as  new  tech- 
nologies, and  (3)  a greater  emphasis  on  cost/ 
benefit  and  cost/risk  analysis. 

In  a dramatic  change  of  policy,  the  House  of 
Delegates  voted  to  support  the  elimination  of 
federal  price  supports  for  tobacco.  Delegates 
from  tobacco-growing  states  attempted  to  forestall 
the  move  by  offering  substitute  resolutions,  but 
the  House  was  not  deterred.  It  should  be  noted 
that  the  impetus  for  this  action,  as  well  as  other 
less  successful  actions  proposed,  came  from  the 
Resident  Physician  Section.  It  was  the  consensus 
of  the  House  that  the  opposition  of  these  price 
supports  would  maintain  consistency  with  the 
strong  policy  of  the  AMA  against  smoking. 

The  concept  of  equal  rights  for  men  and  wom- 
en was  endorsed  by  delegates  of  the  House;  the 
proposed  Equal  Rights  Amendment  was  not  en- 
dorsed. In  spirited  debate  on  the  floor  of  the 
House,  the  position  of  the  Reference  Committee 
was  sustained;  namely,  that  the  Equal  Rights 
Amendment  is  simple  in  words,  but  complex  in 
interpretation,  and  therefore  its  adoption  was  not 
recommended.  Undaunted  by  the  action,  the 
Equal  Rights  Caucus,  an  organization  of  some 
2,000  ERA  supporters  within  the  medical  com- 
munity, saw  a victory  in  the  House  vote.  It  was 
felt  that  the  resolutions  supporting  equal  rights 
for  men  and  women,  and  calling  for  education  of 
physicians  about  the  ERA,  reversed  previous 
AMA  positions  that  the  ERA  “is  not  a medical 
issue.” 

The  House  approved  a report  asking  the  Board 
to  review  the  objectives  and  criteria  under  which 
specialty  societies  are  granted  representation  in 
the  House  of  Delegates.  They  asked  the  Board 
to  pay  particular  attention  to  the  total  number  of 
members,  the  total  number  of  physician  members, 
and  the  total  number  of  AMA  members  in  the 
specialty  society,  both  from  direct  membership 
and  state  society  membership.  The  Board  was 
asked  to  report  back  to  the  House  before  addi- 
tional specialty  societies  were  considered  for  rep- 
resentation. 

In  other  items  of  business,  the  delegates  voted 
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to  support  HR3722,  a bill  that  would  place  a 
moratorium  on  the  Federal  Trade  Commission’s 
activities  involving  professionals;  referred  to  the 
Board  a resolution  asking  the  AMA  to  develop 
model  state  legislation  opposing  “look-alike” 
drugs;  opposed  state  laws  making  a physician’s 
licensure  contingent  upon  his  providing  services 
to  Medicaid  beneficiaries  or  any  other  specified 
category  of  patients;  endorsed  the  principle  that 
costs  and  premiums  for  health  care,  whether  in- 
curred directly  by  an  individual  or  as  an  employee 
benefit,  should  be  equally  tax-deductible. 

There  were  many  other  items  of  business  con- 
ducted by  the  House,  with  reports  adopted,  posi- 
tions taken,  and  items  referred  for  further  study. 
The  interested  physician  or  other  reader  is  refer- 
red to  the  AMA  NEWS  of  June  19-26,  1981, 
for  further  detail  in  these  areas,  which  are  too 
lengthy  and  involved  to  review  in  a report  of  this 
type. 

Respectfully  submitted, 
Roger  B.  Thomas,  Jr.,  M.D. 

Dr.  Thomas  was  a delegate  to  the  1981  AMA  House  of  Delegates 
annual  meeting  in  Chicago. 
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Quality.  For  your  way  of  life.  A stately,  com- 
fortable, stone  English  Manor  house.  Slate 
roof;  copper  gutters;  an  exquisite  leaded 
glass  window  in  the  foyer;  random  width 
pegged  oak  floors — just  a few  of  the  many 
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5 bedrooms,  41/2  baths  and  service  wing 
with  2 bedrooms  and  bath.  Stately  trees,  ma- 
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WIDE  RANGE  POCKET  ~ RADIO  c PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN  ' #££p, 

A 4-STATE  AREA  COVERING  75-100  MILES.  V jf  j j 

INCLUDES  SOUTH  JERSEY  SHORE  POINTS.  XL!  ' 

ADDITIONAL  NEW  RBC  SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Valerie  Gilliam-Henderson,  M.D. 
and  Leonard  Rosenbaum,  M.D. 


History 

This  53  year-old  male  was  referred  by  his 
physician  with  a questionable  “lump”  in  the  mid- 
abdomen. He  was  otherwise  healthy. 


Physical 

Physical  examination  revealed  a palpable  mid- 
abdominal mass.  No  adenopathy  was  noted. 
Routine  lab  values  including  CBC  and  SMA-12 
were  within  normal  limits.  An  ultrasound  study 
of  the  abdomen  was  ordered  to  evaluate  the  mass. 
What  is  your  impression? 


a.  Longitudinal  scan  one  cm  to  the  left  of  the  mid-line. 


Dr.  Gilliam-Henderson  is  a fourth  year  resident  in  the  Depart- 
ment of  Radiology  at  the  Wilmington  Medical  Center. 

Dr.  Rosenbaum  is  a radiologist  at  the  Wilmington  Medical  Cen- 
ter with  particular  interest  in  ultrasound. 
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b.  Transverse  scan  at  the  level  of  the  lesion. 


Results 

The  ultrasound  study  shows  aneurysmal  dilata- 
tion of  the  aorta  with  a maximal  cross-sectional 
measurement  of  4.0  cm.  A measurement  of  3 cm 
or  more  is  consistent  with  aortic  aneurysm.  Gen- 
eralized atheromatous  disease  of  the  entire  aorta 
is  noted.  The  general  practitioner  did  no  further 
diagnostic  evaluation  of  the  “mass”  because  of 
the  ultrasound  findings  and  the  patient’s  lack  of 
symptoms. 

Comments 

Sonographic  evaluation  of  the  abdominal  aorta 
has  become  a routine  diagnostic  procedure.  Its 
accuracy  over  the  plain  film  evaluation  of  the 
aorta  is  a major  advance. 

Plain  roentgenograms  are  reported  to  show  cal- 
cification of  abdominal  aneurysm  in  55-85%  of 
patients.  This  calcification  is  in  the  wall  of  the 
aorta,  external  to  any  clot  formation.  Measure- 
ment of  the  diameter  of  the  calcification  therefore 
gives  an  accurate  measurement  of  the  size  of  the 
aneurysm.  Plain  films  will  not,  however,  indicate 
the  “true”  luminal  diameter  which  has  been  com- 
promised by  the  formation  of  clot.  In  the  absence 
of  calcification,  aortography  has  been  the  ap- 
proach to  evaluation  of  aneurysm. 


Aortography,  however,  may  be  misleadingly 
negative  because  injected  contrast  will  outline  the 
inner  margin  of  the  thrombus,  not  the  true  aortic 
lumen,  and  a falsely  low  measurement  of  aortic 
diameter  can  be  made.  This  may  be  a serious 
error  since  risk  of  rupture  is  directly  related  to 
diameter.  Aortography  does  have  the  benefit  of 
demonstrating  involvement  of  branch  vessels  or 
stenoses  and  aneurysmal  involvement  of  other 
arteries,  particularly  the  renal  arteries. 

The  easiest  and  most  accurate  method  for  evalu- 
ating aortic  aneurysm  is  ultrasonography  (US). 

Indications  include: 

1.  Evaluation  of  pulsatile  abdominal  mass. 

2.  Evaluation  of  masses  suggested  by  other 
studies  such  as  KUB,  IVP,  etc. 

US  has  the  advantage  over  aortography  of  being 
nonin vasive  and  easy  to  perform  (the  examination 
takes  less  than  20  minutes).  Another  significant 
value  is  its  ability  to  define  the  outer  wall  of  the 
aneurysm  accurately.  Echoes  are  also  produced 
by  the  laminated  thrombus,  so  that  not  only  can 
the  outer  wall  be  defined,  but  the  presence  and 
the  position  of  laminated  thrombus  in  the  internal 
aspect  of  the  aneurysm  can  be  determined.  In 
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most  cases,  the  iliac  arteries  can  also  be  evalu- 
ated for  aneurysm.  US  can  often  relate  the 
renal  arteries  to  the  aneurysm  either  by  direct 
visualization  or  indirectly  by  measurement.  Dis- 
secting aneurysms  of  the  aorta  can  be  detected 
by  US. 

US  can  rule  out  aortic  pathology  where  trans- 
mitted pulsation  through  an  abdominal  mass, 
tortuous  aorta,  or  thin  body  habitus  gives  rise  to 
suspicion  of  aneurysm.  This  is  of  particular  value 
in  older  or  poor  risk  patients.  In  cases  where  a 
mass  is  transmitting  the  pulsation,  US  may  reveal 
the  nature  of  the  mass,  ie,  horseshoe  kidney, 
tumor,  etc. 

In  conclusion,  ultrasound  is  a safe,  reliable 
method  of  diagnosing  aneurysm  of  the  abdominal 
aorta,  as  well  as  a means  of  follow-up  in  diag- 
nosed cases. 
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experts. 


Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

It's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
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your  practice. 
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J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 
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MELANOMAS:  CURRENT  CONCEPTS  AND 
DIAGNOSTIC  CRITERIA 

Ann  Ainsworth,  M.D. 


Research  over  the  past  10-15  years  has  helped 
us  to  understand  the  developmental  biology  of 
malignant  melanomas.  Most  lesions  are  recog- 
nizable as  such  and  early  treatment  can  effect 
cure.  A number  of  clinical  and  microscopic  sub- 
types  occur,  but  the  different  kinds  evolve  simi- 
larly. The  principles  of  tumor  progression  I will 
discuss  may  be  applied  to  almost  all  melanomas. 

Most  melanomas  evolve  through  a radial  as 
well  as  a vertical  growth  phase.  The  radial  growth 
phase  refers  to  a variable  period  of  centrifugal, 
spreading,  superficial  growth  of  a lesion  which 
grossly  appears  to  enlarge  on  the  skin  surface. 
The  vertical  growth  phase  signifies  a relatively 
brief  period  of  growth  of  a nodule  within  the  flat 
lesion. 

Lentigo  maligna  melanoma,  superficial  spread- 
ing melanoma,  and  acral  lentiginous  melanoma 
(involving  the  palms,  soles,  and  nails)  often  evolve 
through  these  phases  of  growth  if  undisturbed; 
ie,  they  have  a radial  growth  phase.  Nodular 
melanoma,  however,  begins  in  the  vertical  growth 
phase  as  a nodule.  The  presence  of  the  vertical 
growth  phase  in  any  lesion  signifies  a biologic 
potential  not  present  in  one  with  a radial  growth 
phase  only. 

Lentigo  maligna  melanoma  occurs  on  the  sun- 
exposed  skin  of  elderly  people,  has  a very  long 
period  of  radial  growth  (10-20  years)  with  a 
recognizable  histologic  pattern,  and  is  often  shades 
of  tan  and  brown.  Its  vertical  growth  phase  is 
often  deeply  pigmented.  The  overall  prognosis 
of  lentigo  maligna  melanoma  is  better  than  that 
of  other  melanomas. 

Dr.  Ainsworth  is  Attending  Pathologist  at  the  Bryn  Mawr  Hos- 
pital, Bryn  Mawr,  Pennsylvania,  and  Clinical  Assistant  Professor 
of  Pathology  at  the  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia. 

This  paper  is  an  adaptation  of  Dr.  Ainsworth’s  presentation  at 
Milford  Memorial  Hospital,  Milford,  Delaware,  May  19,  1981. 
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Acral  lentiginous  melanoma  (involving  the 
palms,  soles,  or  nails)  is  relatively  uncommon 
and  is  often  misdiagnosed  both  clinically  and 
microscopically.  The  sole  of  the  foot  is  the  most 
frequent  site  for  melanoma  to  develop  in  black 
persons.  The  radial  growth  phase  often  clinically 
resembles  a shoe  polish  stain;  the  character  of 
the  lesion  may  be  emphasized  by  applying  mineral 
oil  over  it.  Two  histologic  patterns  may  consti- 
tute the  radial  growth  phase  of  this  lesion.  One 
is  similar  to  SSM;  in  the  other,  a lymphocytic  in- 
filtrate associated  with  a lentiginous  growth  pat- 
tern, many  dendritic  melanocytes  with  atypia,  and 
invasion  is  seen.1 

Nodular  melanoma  has  no  radial  growth  phase; 
it  represents  vertical  growth  phase  disease  from 
its  inception.  Nodular  melanoma  often  presents 
with  a short  clinical  history,  frequently  invades 
deeply,  and  is  a high-risk  lesion  from  the  begin- 
ning. 

The  most  common  form  of  melanoma  is  the 
superficial  spreading  type,  which  accounts  for 
60-70%  of  the  cases.  In  men,  it  occurs  most 
frequently  on  the  back.  In  women,  the  leg  is 
the  most  common  site.  The  development  of  this 
tumor  is  light-related  in  some  way,  but  exactly 
how  is  unclear. 

What  is  the  natural  history  of  this  tumor?  It 
undergoes  flat,  superficial,  lateral  growth  for  two 
to  five  years.  This  manner  of  growth,  as  men- 
tioned before,  is  called  the  radial  growth  phase 
of  the  disease.  A lesion  interrupted  at  this  stage 
of  its  development  (ie,  excised)  has  a cure  rate  of 
greater  than  98%.  If  the  lesion  is  allowed  to 
remain  and  evolve,  often  it  will  begin  to  disappear. 
Parts  of  it  will  turn  blue,  pink,  or  white;  the  pa- 
tient will  say,  “It  began  to  go  away.”  We  call 
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this  regression.  Indeed,  parts  of  the  lesion  do 
disappear.  These  areas,  grossly  blue,  pink,  and 
white,  probably  result  from  a lymphocytic  re- 
sponse on  the  part  of  the  host  which  destroys  the 
tumor  cells.  Dilated  or  new  blood  vessels  are 
responsible  for  the  pink  color;  the  blue  color  is 
the  result  of  the  Tyndall  effect  on  melanin  pigment 
in  dermal  macrophages  as  it  passes  through  the 
epidermis.  This  regression,  which  can  be  recog- 
nized histologically  as  well  as  clinically,  may 
present  a problem  when  lesions  are  measured. 

If  the  lesion  is  allowed  to  progress,  one  or  more 
nodules  then  develop.  The  lesion  has  now  en- 
tered the  vertical  growth  phase  and,  possibly  due 
to  the  emergence  of  new  populations  of  cells,  the 
capacity  to  invade  deeply  and  metastasize  is  ac- 
quired. There  has  been  a change  in  the  biology 
of  the  disease  as  it  evolved  from  the  radial  growth 
phase  with  low  metastatic  potential,  through  re- 
gression, to  the  vertical  growth  phase  with  a high 
metastatic  potential.  A complex  interaction  be- 
tween the  tumor  and  its  host  has  occurred  with 
the  full  evolution  of  a primary  lesion;  the  tumor 
has  won. 

What  are  the  gross  characteristics  of  a super- 
ficial spreading  melanoma?  The  lesion  is  greater 
than  eight  to  nine  mm  in  diameter,  has  an  irregu- 
lar shape  or  outline,  and  presents  a haphazard 
arrangement  of  colors  (brown,  black,  rose-pink, 
white,  and  blue).  Regression  may  be  present 
(the  white-blue-pink  colors).  One  or  more  nod- 
ules, frequently  amelanotic,  may  have  developed. 

Microscopically,  there  is  full-thickness  involve- 
ment of  the  epidermis  by  large,  epithelioid,  ab- 
normal melanocytes  which  are  similar  to  each 
other.  Invasion  into  the  dermis  occurs  with  a 
cellular  response  of  lymphocytes,  histiocytes,  and 
macrophages.  The  lesion  may  show  regression 
(fibrosis,  no  tumor,  flattened  epidermis,  lympho- 
cytes, and  macrophages)  and/or  nodular  emer- 
gence showing  one  or  more  populations  of  mela- 
noma cells. 

Regression,  which  may  be  thought  of  as  a ping- 
pong  match  between  the  immunological  defenses  of 
the  patient  and  evolving  populations  of  tumor  cells 
in  the  lesion,  often  precedes  the  appearance  of  the 
nodule (s)  or  vertical  growth  phase.  Perhaps  by 


a process  of  selection,  a tumor  cell  population 
emerges  which  cannot  be  held  in  check  by  the 
host’s  defense  mechanisms.  These  cells,  which 
constitute  the  vertical  growth  phase  of  the  lesion, 
change  the  biological  capability  of  the  tumor  from 
one  with  a low  metastatic  potential  (98% -f- 
cure),  ie,  RGP  disease,  to  one  with  a high  meta- 
static potential  (15-20%  cure). 

It  is  important  to  be  able  to  evaluate  a given 
lesion  in  terms  of  its  risk  to  the  patient  so  that 
appropriate  therapy  may  be  instituted.  Determi- 
nation of  the  level  of  invasion  as  described  by 
Clark,2  as  well  as  measurement  of  thickness  as 
determined  by  Breslow,3  has  enabled  us  to  classify 
patients  into  prognostic  categories  (high  risk  vs. 
low  risk),  and  decide  who  needs  lymph  node  dis- 
section and  who  should  receive  additional  chemo- 
therapy and/or  immunotherapy. 

Assessing  the  level  of  invasion  and  the  tumor 
thickness  are  attempts  at  quantification  of  the 
developmental  stage  of  a given  lesion  by  measure- 
ment of  how  far  down  into  the  dermis  the  lesion 
extends.  Determining  levels  of  invasion  (I,  II, 
III,  IV,  V)  is  one  way  of  evaluating  this.  Another 
way  to  quantify  the  developmental  stage  of  a 
lesion  is  to  measure  the  thickness  of  the  tumor 
from  the  granular  layer  to  its  deepest  extent  with 
an  ocular  micrometer.  Determining  tumor  levels 
and  thickness  is  simply  a way  to  obtain  a mensural 
idea  of  the  stage  of  development  of  a given  lesion. 
We  want  to  know  whether  the  vertical  growth 
phase  has  emerged  along  with  the  capacity  to 
invade  deeply  and  metastasize. 

Five  levels  of  invasion  have  been  defined.  Level 

I lesions  are  confined  to  the  epidermis.  Level 

II  lesions  invade  the  papillary  dermis.  In  level 

III  lesions,  the  tumor  fills  and  expands  the  papil- 
lary dermis  but  does  not  cross  the  papillary- 
reticular  dermis  interface.  Level  IV  lesions  in- 
vade the  reticular  dermis,  and  level  V lesions 
extend  into  the  subcutaneous  fat. 

How  do  we  use  the  data  we  obtain?  It  has 
been  shown  that  tumors  less  than  0.76  mm  in 
thickness  are  low-risk  with  little  metastatic  po- 
tential, while  tumors  thicker  than  1.5  mm  are 
high-risk  with  the  ability  to  invade  and  spread 
widely.  Lesions  measuring  between  0.76  mm 
and  1.5  mm  are  of  indeterminate  risk.  Not  enough 
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of  these  cases  have  been  followed  long  enough 
to  evaluate  them  sufficiently  with  regard  to  their 
exact  risk  to  the  patient. 

Similarly,  level  I and  II  lesions  are  low-risk  and 
represent  radial  growth  phase  disease.  Level  IV 
and  V lesions  are  high-risk  and  constitute  tumors 
with  a vertical  growth  phase.  Level  III  lesions 
are  a heterogenous  group.  Some  are  thin  (meas- 
uring less  than  0.76  mm),  some  are  thick  (poly- 
poid; greater  than  1.5  mm  thick),  and  some  are 
of  indeterminate  risk  (greater  than  0.76  mm,  but 
less  than  1.5  mm  in  thickness).  It  is  likely  that 
the  thickness  of  a level  III  lesion  has  a direct  cor- 
relation with  how  long  the  lesion  has  been  in  the 
vertical  growth  phase.  Thin  level  III  tumors  are 
beginning  to  develop  nodules  and  thick  or  poly- 
poid level  III  lesions  have  a well-developed  verti- 
cal growth  phase;  they  have  evolved  further  along 
the  pathway  of  tumor  progression. 

We  assign  risk  and  determine  subsequent  treat- 
ment in  the  following  way.  Level  I,  II,  and  thin 
level  III  lesions  (less  than  0.76  mm)  are  low 
risk,  treated  by  us  with  local  excision  with  a 
radius  of  1.5  cm  around  the  lesion,  with  or  with- 
out a skin  graft,  depending  upon  the  location. 

Level  IV,  V,  and  thick  level  III  lesions  (thicker 
than  1.5  mm)  and  nodular  melanomas  are  re- 
garded as  high  risk.  A wide  local  excision  (3-4 
cm  radius  around  the  lesion),  skin  graft,  and 
node  dissection  are  done  if  drainage  is  to  a single 
node  basin.  Lesions  measuring  between  0.76  mm 
and  1.5  mm  are  termed  of  indeterminate  risk; 
therapy  is  determined  on  an  individual  case  basis. 

Two  conflicting  papers  have  recently  been  pub- 
lished concerning  the  significance  of  regression 
in  a melanoma.  (One  contends  that  regression  in 
a lesion  worsens  prognosis4  while  the  other  finds 
no  such  correlation.5)  Partially  or  totally  regressed 
lesions  may  produce  metastases,  but  accurate 
measurement  of  thickness  or  level  may  be  impos- 
sible if  regressive  histology  is  prominent.  One 
cannot  measure  what  is  not  there,  ie,  areas  within 
the  lesion  where  tumor  has  been  wiped  out  by 
the  host  cellular  response  and  replaced  by  regres- 
sive histology.  In  large  lesions  with  extensive 
regression,  we  assess  level  and  measure  the  best 
we  can  and  note  the  regression  in  our  report. 
Whatever  the  thickness  or  level  in  these  patients, 


we  follow  them  carefully  for  evidence  of  metas- 
tases by  examining  nodes  every  six  weeks  for  two 
years.  Our  pathology  reports  are  set  up  in  such 
a way  as  to  give  the  attending  physician  informa- 
tion about  the  risk  of  the  lesion  in  question  and 
why  it  has  been  so  categorized,  so  that  he  or  she 
is  in  a position  to  decide  upon  the  proper  therapy 
and  judge  what  the  prognosis  might  be. 

We  have  discussed  the  progressive  sequence  of 
events  which  occurs  in  the  development  of  the  dis- 
orderly life  form  that  is  called  cancer — in  this 
case,  the  primary  lesion  of  malignant  melanoma. 
We  believe  that  most  malignant  neoplasms  evolve 
in  a similar  fashion  and  that  counterparts  involving 
other  organ  systems  are  easily  found.  Most  im- 
portant to  the  diagnosis  of  melanoma  is  the  ability 
to  recognize  the  lesions  in  the  early  phases  of  their 
evolution  so  that  the  patient  can  be  adequately 
treated  before  the  disease  develops  the  capacity 
to  metastasize  and  cause  death. 

In  our  evaluation  of  patients  at  our  Pigmented 
Lesion  Clinic  and  in  ongoing  histologic  studies, 
our  attention  has  been  focused  upon  precursor 
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lesions  which  we  believe  we  can  recognize  clini- 
cally as  well  as  microscopically.  There  is  evidence 
that  these  are  not  common  acquired  moles  (ie, 
“run  of  the  mill”  nevi),  but  are  specific  kinds 
of  melanocytic  lesions  which  may  be  precursors 
of  melanoma.  They  may  occur  sporadically  or 
on  a familial  basis  (the  latter  is  called  B-K  moles 
syndrome).6  These  large  atypical  moles  which 
are  irregular  in  shape  and  color  are  often  flat  and 
larger  than  ordinary  moles,  ie,  are  greater  than  6 
mm  in  diameter.  Microscopically,  they  often 
show  a lentiginous  pattern  with  dysplastic  melano- 
cytes. A dermal  component  may  be  present  and 
a host  cellular  response  is  usually  prominent. 

We  are  now  beginning  to  recognize  the  pheno- 
types of  patients  who  may  well  develop  malignant 
melanoma  at  some  future  time.  Eventually,  we 
would  like  to  further  the  clinical  recognition  of 
classes  of  melanocytic  lesions  which  are  at  a high 
risk  for  transformation.  We  would  like  to  develop 
further  histological  precision  in  the  assignment 


of  a prognostic  category  to  a given  lesion,  ie,  in 
addition  to  level,  thickness,  presence  of  vertical 
growth  phase.  We  hope  to  further  refine  our 
study  of  the  host  cellular  response,  mitotic  ac- 
tivity, cell  type,  and  correlate  these  with  risk  and 
prognosis. 

The  combination  of  clinical  and  microscopic 
recognition  of  early,  low-risk  lesions,  as  well  as 
of  precursor  lesions  likely  to  develop  melanoma, 
should  eventually  lead  to  control  of  90%  of 
melanomas. 
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neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

Xrj  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


In  Brief 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


American  Society  The  American  Society  for  Surgery  of  the  Hand  is  sponsoring  continuing  education 
for  Surgery  of  the  courses.  ANATOMY  AND  FUNCTION  AS  RELATED  TO  TRAUMA  OF  THE 
Hand  HAND  will  be  held  September  21-23,  1981,  at  the  University  of  Michigan;  IMPLANT 
SURGERY  FOR  JOINTS  AND  TENDONS  IN  THE  HAND  will  be  held  October 
15-17,  1981,  at  the  Blodgett  Medical  Center  in  Grand  Rapids,  Michigan;  and  PRI- 
MARY CARE  OF  HAND  INURIES  will  be  held  October  29-No  vember  1,  1981,  at  the 
Kiawah  Island  Resort,  South  Carolina.  For  information,  contact:  Gail  M.  Gorman, 
Administrative  Director  (collect)  at  (303)  755-4588. 


Advances  in  The  American  Society  for  Parenteral  and  Enteral  Nutrition  is  offering  its  annual  Fall 
Clinical  Nutrition  Postgraduate  Course  entitled,  “ADVANCES  IN  CLINICAL  NUTRITION,  1981,”  at 
Sea  Pines  Resort  on  Hilton  Head  Island,  South  Carolina,  September  3-4,  1981.  For 
information,  contact:  ASPEN,  Suite  810,  1025  Vermont  Avenue,  N.W.,  Washington, 
D.C.  20005,  or  call:  (202)  638-5881. 

Office  Dermatology  The  Department  of  Dermatology  of  Stanford  University  is  holding  a postgraduate 
symposium  entitled,  “OFFICE  DERMATOLOGY,”  to  be  held  September  24-26,  1981, 
at  Fairchild  Auditorium  of  Stanford  University,  Stanford,  California.  For  information, 
contact:  Paul  H.  Jacobs,  M.D.,  Department  of  Dermatology,  Stanford  University  Medi- 
cal Center,  Stanford,  California  94305. 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7123 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES,  INCORPORATED 
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In  Brief 


Medical  Staff  Issues 
and  the  Practicing 
Physician 


The  Joint  Commission  on  Accreditation  of  Hospitals  is  offering  a seminar  entitled, 
“MEDICAL  STAFF  ISSUES  AND  THE  PRACTICING  PHYSICIAN.”  The  seminar 
will  be  held  in  Tarpon  Springs,  Florida,  October  23-25,  1981,  and  again  November 
6-9,  1981,  in  Las  Vegas,  Nevada.  For  further  information,  contact:  Julie  Efaw,  875 
North  Michigan  Avenue,  Chicago,  Illinois  60611,  or  call:  (312)  642-6061  Ext.  353. 


Marriage  and  A workshop  entitled,  “MARRIAGE  AND  DIVORCE  COUNSELING  IN  MEDICAL 
Divorce  Counseling  PRACTICE,”  will  be  held  September  11-13,  1981,  at  the  Harbourtowne  Inn,  St. 
in  Medical  Practice  Michaels,  Maryland.  This  workshop  has  been  approved  for  13  prescribed  hours  by 
the  American  Academy  of  Family  Physicians.  For  further  information,  contact:  Dr. 
Thomas  M.  Pick,  474  Main  Street,  Greenfield,  Massachusetts  01301,  or  call:  (413) 
773-7983. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  CERTIFIED  INTERNIST:  Seeks  practice 
opportunity  in  Delaware.  Completing  two-year  fel- 
lowship in  cardiology.  For  further  information,  con- 
tact: Medioal  Society  of  Delaware.  Telephone: 
(302)  658-7596. 


Golden  Sands,  Ocean  City,  Maryland,  Deluxe  Con- 
do, ocean  front,  4 bedrooms,  2 baths.  $500/week. 
Call  738-3802  between  2-6  p.m. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  - laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1''  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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ACCESS  TO  MEDICAL  CARE 


Since  lay  persons  and  lay  reporters  frequently 
assume  the  mantle  of  authority  in  health  affairs, 
I may  be  forgiven  for  discussing  a nonhealth  topic, 
is,  transportation.  While  access  to  health  care  is 
frequently  perceived  to  be  of  prime  importance, 
those  of  us  in  the  health  field  are  often  made  to 
feel  responsible  if  primary  and  even  sophisticated 
health  care  is  not  available  to  all.  Wasn’t  that 
in  essence  what  all  the  fuss  over  Omega  was 
about? 

A recent  discussion  about  the  number  of  beds 
needed  in  the  state  (ie,  Riverside,  St.  Francis,  and 
Beebe  Hospitals)  said  little  about  better  utilization 
of  beds  now  available.  How  many  beds  could  be 
saved  if  hospital  access  were  easier?  How  many 
patients  could  profit  just  as  much  from  day-care 
provisions  that  would  allow  the  patient  to  go 
home  in  die  evening  and  return  early  in  the 
morning  for  hospital  services  needed,  especially 
when  the  chief  reason  for  the  hospitalization  is 
diagnostic  services? 

Robin  Hall,  a place  for  outpatients  to  stay  if 
they  find  it  difficult  to  come  to  the  hospital  daily 
for  their  needed  treatments,  essentially  reduces 
hospital  bed  need.  But  interestingly  enough,  it 
gains  no  support  from  health  insurers,  who  in 
some  respects  are  the  big  gainers.  Health  insur- 
ance is  helpful  to  some  degree  for  outpatient  am- 
bulance runs,  but  tax-supported  ambulance  ser- 
vices are  apparently  no  longer  thought  to  be 
valid  for  those  needing  transportation  to  health 
facilities,  unless  it  is  a life-threatening  emergency. 

How  often  do  those  who  write  about  health 
problems  criticize  the  lack  of  transportation  for 


the  near-sick  outpatients,  as  well  as  friends  and 
relatives  of  patients?  Who  should  be  responsible? 
For  years  the  volunteer  fire  companies  have  helped 
and  still  do  for  many.  Most  agree,  however,  that 
ambulances  are  not  appropriate  for  those  who 
do  not  need  stretcher  service. 

For  a brief  time  in  the  1960s,  federal  funds 
were  used  to  help  patients  throughout  the  state, 
especially  from  Kent  and  Sussex  Counties,  reach 
medical  facilities.  Now  DAST  provides  some  of 
the  same  type  of  services,  but  only  for  those  eligi- 
ble for  Medicaid  (essentially,  those  eligible  for 
Welfare).  Whatever  happened  to  the  suggestion 
made  years  ago  to  combine  the  transportation 
resources  of  the  community  for  the  benefit  of  all, 
ie,  better  use  of  the  school  bus  system?  If  stu- 
dents can  be  transported  for  racial  balance,  why 
shouldn’t  pregnant  women  be  able  to  seek  similar 
help  (which  is  essentially  for  the  health  of  the 
person  who  will  develop  if  given  the  opportunity 
for  a normal  delivery)  to  get  prenatal  care?  That 
proposal  would  have  gone  a long  way  toward  im- 
proving the  public  transport  system  of  the  state 
without  adding  extra  dollars  to  the  cost  of  trans- 
portation. 

Transportation  was  one  of  the  major  concerns 
in  a recent  study  of  the  needs  of  the  cancer  out- 
patient. It  seems  reasonable  this  would  also  be 
true  for  many  others.  It  should  be  apparent  that 
the  medical  profession  is  in  no  position  to  run 
the  transportation  system  of  the  state,  and  yet 
access  to  care,  which  is  of  medical  concern,  is 
dependent  upon  some  type  of  transport  system. 
Fortunately,  for  many  the  private  automobile  is 
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the  answer.  But  for  others,  particularly  those  too 
ill  to  drive  or  those  without  such  transport  capa- 
bilities, a public  system  is  needed.  Such  an  im- 
proved system  would  also  be  a great  aid  to  those 
depending  upon  others,  particularly  the  aged,  the 
infirm,  and  the  young.  Senior  centers,  day-care 
centers,  and  curative  workshops  would  all  bene- 
fit from  better  transportation.  Job  opportunities 
for  many  would  be  enhanced. 

Therefore,  our  emphasis  of  the  prime  need  for 
a good  transport  system  in  our  society  as  a health 
access  base  has  many  other  positive  benefits.  It 
is  hoped  that  pointing  out  the  need  for  such  ser- 
vices may  help  stimulate  activity  on  the  part  of 
community  leaders,  including  the  members  of  the 
fourth  estate. 


Robert  W.  Frelick,  M.D. 


Baynard  Optical 
Company 


1 


Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians ' 
Prescriptions 


m 


CONCORD  PLAZA 
3411  Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


Because  of: 


□ NO  FILE  CABINET  SPACE 

□ OLD  MEDICAL  RECORDS 

□ OLD  X-RAY  FILES 

CALL  THE  PROFESSIONALS  IN  SELF-SERVICE  STORAGE 

SEABOARD 

NEWARK  AREA  WILMINGTON  AREA  DOVER  AREA 

737-5558  328-1101  678-0433 

ACCESSIBLE  7 A.M.  TO  8 P.M.  7 DAYS  A WEEK 
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INVITATION  TO  EXHIBIT 


192nd  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  21,  1981,  will  be  the  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  19806. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

192nd  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  21,  1981 

1.  Title  of  Exhibit:  

2.  Name(s)  of  Exhibitor (s) : Degree: 

3.  Size  of  booth  Requested:  (Absolute  Maximum:  Length  6’,  Depth  2y2') 

4.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 


Name 


Address 
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To  All  Members  of  the  Medical  Society  of  Delaware: 


The  SOCIETY  ART  EXHIBIT  has  become  a welcome  fixture  of  our  An- 
nual Meeting.  To  those  of  you  who  have  never  exhibited,  or  have  not 
exhibited  recently,  we  welcome  and  encourage  you  to  join  us  this  year. 

Once  again  the  display  will  be  in  the  Hotel  duPont.  We  hope  to 
expand  the  number  of  works  shown,  but  urge  you  to  let  us  have  your 
very  best,  since  space  will  still  be  at  a premium. 


Your  Art  Committee  must  begin  planning  now.  If  you  intend  to  ex- 
hibit, please  check  the  form  below  and  return  it  to  me.  Even  if  you  are 
undecided,  please  indicate  your  interests  now  and  forward  the  form. 


s 

i 

i 

i 

3 

i 


i 
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AREAS  OF  ACTIVITY  (Check  Appropriate  Box) 


Photography 

□ 

Medical  Illustration 

Ceramics 

□ 

Sculpture 

Painting 

□ 

Other  Crafts 

| Name  1 

3 3 

1 Address  1 

| City State ZIP j 

1 Telephone 1 

| Business  Home  i 

3 3 

RETURN  (as  soon  as  you  can,  please)  to:  | 

j JAMES  T.  METZGER,  M.D.,  Chairman 

1102  West  Street 

i i 

| Wilmington,  Delaware  19801 
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Letters  to  the  Editor 


HANDGUN  CONTROL 

To  the  Editor: 

There  are  presently  more  than  50  million 
privately  owned  handguns  in  the  United  States, 
and  the  impact  of  handguns  on  American  society 
can  be  described  as  nothing  less  than  devastating. 
Handguns  take  the  lives  of  25,000  Americans 
each  year  and  injure  an  additional  150,000.  Over 
the  past  four  years,  handguns  were  responsible 
for  one  out  of  every  two  murders  in  the  US. 

Some  have  suggested  that  handguns  per  se  are 
not  responsible  for  these  deaths.  “People  kill 
people,  handguns  don’t  kill  people,”  it  is  said, 
but  the  facts  do  not  support  this  aphorism.  A 
personal  friend  of  mine  was  shot  to  death  on  a 
street  by  a youngster  half  his  size  in  possession  of 
a handgun.  My  friend  was  in  the  company  of 
five  other  adults.  Under  these  oircumstances,  the 
youth  never  could  have  successfully  assaulted 
him  with  anything  other  than  a firearm.  Like- 
wise, the  man  who  assaulted  President  Reagan 
could  not  have  gotten  close  enough  to  injure 
him  with  a knife,  nor  could  he  have  concealed 
a rifle  on  his  person.  Furthermore,  it  is  gen- 
erally known  that  injuries  caused  by  firearms  tend 
to  be  more  severe  and  are  more  likely  to  be  fatal 
than  those  inflicted  with  knives  or  other  hand 
weapons. 

While  handguns  are  most  noted  for  their  impact 
upon  crime,  their  influence  extends  far  beyond 
this  social  phenomenon.  Handguns  are  involved 
in  approximately  2,000  accidental  deaths  and 
12,000  to  14,000  suicides  each  year.  One  all 
too  frequently  reads  of  children  accidentally  shot 
to  death  while  playing  with  handguns. 

Twenty-one  Chicago  area  physicians  have 
formed  the  Medical  Council  for  Handgun  Vio- 
lence, a division  of  the  Committee  for  the  Study 
of  Handgun  Misuse,  on  the  premise  that  the  es- 
sentially unrestricted  availability  of  handguns  in 
the  US  is  a serious  public  health  problem,  and, 
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as  such,  is  an  issue  of  which  responsible  physicians 
must  speak  out.  The  purpose  of  the  Council 
is  to  place  the  prestige  of  as  large  a segment  of 
the  medical  community  as  possible  squarely  be- 
hind efforts  to  solve  the  problem  of  rampant 
handgun  violence,  and,  in  particular,  to  support 
the  work  of  the  Committee  for  the  Study  of  Hand- 
gun Misuse,  which  is  the  educational  affiliate  of 
the  Chicago-based  Committee  for  Handgun  Con- 
trol Incorporated.  The  Committee  for  the  Study 
of  Handgun  Misuse  supplies  speakers  for  civic 
organizations  as  well  as  radio  and  television  pro- 
grams on  issues  related  to  handguns.  Last  year,  in 
cooperation  with  the  US  Conference  of  Mayors,  it 
sponsored  an  educational  conference  that  brought 
midwestem  law  enforcement  officers  and  other 
interested  persons  from  a six-state  area  together 
to  discuss  problems  related  to  the  control  of  hand- 
gun violence.  A similar  conference  was  held  this 
year  in  May.  The  Medical  Council  may  also 
sponsor  and  work  for  passage  of  strong  resolu- 
tions by  medical  societies  favoring  measures  to 
curb  the  abuse  of  handguns.  Members  will  be 
encouraged  to  write  letters  to  newspapers  and 
magazines  describing  personal  experiences  with 
patients  who  have  been  victims  of  handgun  vio- 
lence. It  is  also  hoped  that  members,  as  individ- 
uals, will  bring  their  perspectives  on  the  handgun 
problem  before  legislators  at  all  levels  of  govern- 
ment, since  such  testimony  from  physicians  is 
likely  to  be  very  effective. 

Although  the  Medical  Council  has  originated 
in  Chicago,  it  is  hoped  that  a structure  can  be 
developed  to  accommodate  local  chapters  through- 
out the  nation. 

Any  person  desiring  additional  information 
should  write  to  the  Medical  Council  on  Handgun 
Violence,  c/o  The  Committee  for  the  Study  of 
Handgun  Misuse,  Suite  704,  109  North  Dearborn 
Street,  Chicago,  Illinois  60602. 

David  A.  Turner,  M.D. 

Dr.  Turner  is  a radiologist  at  the  University  of  Chicago  Clinics. 
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We  moke  office 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 

To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 


<-800-292-9525 

We’re  ready  to  help. 

Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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REMOVAL  OF  A FOREIGN 
FROM  THE  ESOPHAGUS 


Endoscopists  are  well  aware  of  the  problems 
and  complications  relative  to  removal  of  foreign 
bodies  (especially  glass  objects)  from  the  esopha- 
gus. Perforation  of  the  esophagus  during  esopha- 
goscopy  for  removal  of  a foreign  body  is  a dreaded 
complication  which  oan  result  in  severe  morbidity 
and  even  death.  More  recently,  esophageal  per- 
foration has  also  contributed  to  an  increase  in 
malpractice  litigation.  There  is,  therefore,  ade- 
quate incentive  to  seek  safer  and  more  practical 
methods  for  removal  of  foreign  bodies.  Recently, 
two  fragments  of  a broken  thermometer  were  re- 
moved from  the  esophagus  by  combining  esopha- 
goscopy  with  fluoroscopy  and  the  use  of  a Fogarty 
balloon  catheter.  Removal  was  thereby  achieved 
safely  and  with  relative  ease. 

Case  Report 

A 74-year-old  white  male  with  a history  of  ar- 
teriosclerotic cardiovascular  disease,  mild  organic 
brain  syndrome,  and  diabetes  mellitus  was  ad- 
mitted to  the  Lankenau  Hospital  complaining  of 

Dr.  Jafari  is  Attending  Surgeon  at  the  Allentown  and  Sacred 
Heart  Hospital  Center,  Allentown,  Pennsylvania. 

Dr.  Kumar  is  Senior  Resident  of  the  Department  of  Surgery  at 
Lankenau  Hospital,  Philadelphia. 

Dr.  Donnelly  is  Attending  Surgeon  in  Cardio-Thoracic  Surgery 
in  Reading,  Pennsylvania. 

Dr.  Afshari  is  Senior  Resident  of  the  Department  of  Cardio- 
Thoracic  Surgery  at  Hahnemann  Hospital,  Philadelphia. 
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pain  and  discomfort  in  his  left  hip  after  he  had 
fallen  from  a ladder.  He  had  not  lost  conscious- 
ness. 

Upon  admission,  the  patient  was  awake  and 
alert.  Physical  examination  revealed  tenderness 
in  the  left  hip.  X-ray  studies  revealed  a fracture 
of  the  left  femur. 

Open  reduction  and  internal  fixation  of  the 
fracture  were  performed. 

On  the  second  postoperative  day,  the  patient 
became  confused,  chewed  a thermometer,  and 
swallowed  it.  He  had  no  complaints  at  that  time, 
but  a chest  roentgenogram  taken  because  the 
thermometer  was  missing  showed  two  pieces  of 
the  broken  thermometer  in  his  esophagus. 

Immediate  esophagoscopy  (utilizing  fluoro- 
scopy) was  performed  under  general  anesthesia. 
A number  6 Fogarty  catheter  was  passed  beyond 
both  pieces  of  the  thermometer,  the  balloon  was 
inflated,  and  the  two  pieces  were  drawn  into  the 
esophagoscope  and  were  removed  quite  easily. 
(Figure  1) 

Postoperatively,  the  patient  did  well,  recovered 
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FIGURE  1 

The  Fogarty  balloon  and  esophagoscopy  have  been  superimposed  on  the  chest  film  along  with  the 
foreign  bodies  to  demonstrate  the  combined  procedure  used  for  removal  of  the  broken  thermometer. 


from  his  surgery  and  endoscopy,  and  was  dis- 
charged to  a nursing  home. 

Discussion 

A review  of  the  English  literature  shows  many 
different  techniques  for  the  removal  of  foreign 
bodies  from  the  esophagus.  Jackson  and  Jackson 
describe  an  extensive  variety  of  such  methods 
and  special  instruments  for  accomplishing  them.2 
Henry  and  Chamberlain  describe  the  use  of  a 
Fogarty  catheter  for  removal  of  a foreign  body  in 
the  esophagus.1  Schiratzki  has  recently  described 
the  use  of  a urologic  catheter  as  a tool  for  removal 
of  a foreign  body  from  the  esophagus.3 


Our  report  presents  a technique  providing 
for  direct  vision  and  fluoroscopy  to  demonstrate 
the  spatial  relationship  of  the  esophagoscope  and 
the  catheter  or  foroeps  relative  to  the  foreign  body. 
General  anesthesia  is  preferred  since  it  provides 
maximal  relaxation  and  eliminates  apprehension 
in  patients  who  may  be  uncooperative  or  excited. 
The  esophagoscope  provides  direct  vision,  and 
also  prevents  aspiration  of  the  foreign  body  once 
it  has  been  drawn  into  the  instrument.  A large 
size  Fogarty  catheter  permits  uniform  inflation  of 
the  balloon  while  not  interfering  with  visualization 
of  the  foreign  body.  If  the  object  to  be  retrieved 
is  radiopaque,  routine  use  of  fluoroscopy  may  help 
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FIGURE  II 

Two  pieces  of  broken  thermometer,  which  were  removed  from  the  esophagus. 


to  reduce  operating  time  as  it  did  in  this  instance. 

Proper  performance  of  the  procedure  in  selected 
patients  should  result  in  uncomplicated,  successful 
removal  of  foreign  objects,  especially  those  with 
sharp  edges. 
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COMPARATIVE  TOXICOLOGY:  HOW  AND  WHY 

Despite  the  enormous  expansion  in  the  variety 
and  total  materials  of  the  chemical  industry,  to- 
day workers  are  in  a healthier  position  than  they 
were  30  years  ago.  Then,  fewer  substances  were 
being  emitted,  but  they  were  dealt  with  with  aban- 
don. Workers  were  walking  knee  deep  in  solvents 
but  paying  absolutely  no  attention  to  them. 

Since  then,  there  has  been  a sharp  increase  in 
vigilance.  Because  of  the  awareness  that  has 
been  generated  about  these  matters,  the  average 
exposure  to  a wide  variety  of  chemical  substances 
is  down  by  a factor  of  100  or  1,000  compared  to 
the  early  1950s.  Today  no  major  industry  lacks 
a deeply  ingrained  environmental  apparatus — 
procedures,  bureaucracy,  and  doctrine — with  re- 
spect to  control  of  environmental  problems.  This 
is  an  enormous  advance. 

Now  we  have  the  responsibility  to  work  out 
procedures  that  will  provide  appropriate  surveil- 
lance of  new  substances  and  prevention  of  human 
exposure  where  it  really  is  of  some  consequence. 
This  presents  an  enormous  challenge  to  scientific 
enterprise,  a challenge  which  is  just  beginning  to 
be  met,  for  there  is  gross  inadequacy  of  the 
present  knowledge  base  regarding  the  proper 
means  of  facing  our  enormous  environmental 
challenge. 

The  testing  of  substances  for  toxicity  could  be 
greatly  improved  by  better  understanding  of  the 
mechanisms  by  which  these  substances  work. 


Right  now  there  is  almost  no  rationale  for  de- 
ciding whether  the  mouse,  the  rat,  the  rabbit,  the 
guinea  pig,  or  the  monkey  is  the  best  model  for 
predicting  toxic  effects  on  humans.  In  fact,  very 
few  substances  have  been  tested  using  more  than 
one  species  in  order  to  allow  us  to  build  up  a 
body  of  evidence  to  permit  us  to  decide  in  what 
ways  the  human  is  likely  to  be  more  or  less  like 
other  animals. 

For  this  reason,  I feel  a particular  priority 
should  be  given  to  a discipline  I call  comparative 
toxicology.  When  it  comes  to  toxic  substances, 
the  prevailing  doctrine  is  to  use  the  most  sensi- 
tive animal,  and,  if  a toxic  effect  is  found,  con- 
sider that  finding  equivalent  to  a potential  hazard 
to  man.  Under  most  circumstances,  a chemical 
substance  is  outlawed  if  it  can  produce  cancer  in 
an  animal. 

With  the  present  state  of  our  knowledge,  I 
can’t  argue  against  that  policy,  but  it  is  fraught 
with  all  kinds  of  difficulties  and  false  positives. 
It  seems  excessively  rigorous  for  only  a few  sub- 
stanoes  when  there  are  10,000  others  that  haven’t 
been  looked  at  yet  at  all.  The  two  or  three  hun- 
dred million  dollars  a year  that  we’re  now  spend- 
ing on  routine  animal  tests  are  almost  worthless 
from  the  point  of  view  of  standard-setting,  al- 
though they  may  be  appropriate  for  setting  alarms. 

The  most  immediate  solution  is  to  redeploy 
some  of  our  resources,  not  only  monetary,  but 
time  and  effort.  The  whole  quality  of  the  field 
of  toxicology  has  been  so  drowned  by  the  re- 
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quirement  to  do  these  routine  tests  that  toxicology 
has  become  a less  respectable  discipline  from  die 
point  of  view  of  more  fundamental  biological 
interests.  It  is  simply  not  possible,  even  by  using 
all  the  animals  in  the  world,  to  study  all  new 
chemicals  in  the  blind  way  that  we  are  now  doing 
and  to  reach  credible  conclusions  about  hazards 
to  human  health. 

We  are  at  an  impasse.  It  is  one  that  has  deep 
scientific  roots,  but  we  had  better  do  something 
about  it. 

Joshua  Lederberg,  Ph.D. 

Dr.  Lederberg  is  the  President  of  Rockefeller  University  in 
New  York. 

US  % 

DR.  KOOP:  A MEDICAL  STUDENT’S  MEMORY 

Dr.  Everett  Koop,  the  renowned  pediatric  sur- 
geon, was  recently  nominated  by  President  Reagan 
as  Undersecretary  for  Health,  a nomination  not 
without  controversy.  Were  I given  a vote  to  ap- 
prove or  to  reject  Dr.  Koop’s  nomination,  I would 
have  a strong  bias  toward  voting  for  him,  not 
because  of  or  in  spite  of  his  qualifications  or  his 
attitudes  on  political-medical  or  quasi-medical 
matters,  but  because  he  was  exceedingly  kind  to 
me  one  day  while  I was  a third-year  medical 
student  at  Penn. 

It  was  my  very  first  day  on  surgery  for  which 
I had  been  assigned  to  Children’s  Hospital,  then 
at  19th  and  Lombard  Streets  in  Philadelphia.  The 
chief  resident  briefed  me  about  the  requisite 
standards  for  operating  room  cleanliness,  includ- 


ing full  and  tight  face  masks.  I then  diligently 
did  my  first  scrub,  for  what  seemed  a very  long 
time  (to  the  best  of  my  memory,  the  scrub  re- 
quired was  fifteen  minutes,  and  maybe  it  was 
longer),  and  emerged  from  the  scrub  room,  push- 
ing the  door  with  my  rear  just  like  a real  surgeon, 
ready  to  be  toweled,  gloved,  and  gowned. 

Horror  of  horrors!  As  I stood  there,  dripping 
hands  extended  in  front  of  me  in  an  otherwise 
empty  OR,  my  mask  slipped  down  under  my 
nose,  leaving  me  with  a half-naked  face  and  ex- 
posed nostrils  breathing  GERMS  into  Dr.  Koop’s 
operating  room.  What  to  do  about  my  mask 
without  ruining  my  scrub?  I retreated  back  into 
the  scrub  room  which  was  at  that  time  occupied 
only  by  Dr.  Koop,  to  whom  I had  just  previously 
been  introduced  as  his  new  third-year  medical 
student.  Dr.  Koop,  who  was  just  beginning  his 
own  scrub,  observed  my  plight  and  was  immedi- 
ately aware  of  my  dilemma. 

“Good  heavens,  Miss  Ziegler.  You  look  like 
a urologist,”* *  he  said.  Breaking  his  own  scrub, 
he  pulled  up  my  mask  and  retied  it  tightly  for 
me.  My  problem  was  resolved,  and  I was  saved 
from  the  long  rescrub  required  if  I had  adjusted 
my  mask  myself. 

So,  Dr.  Koop  would  probably  get  my  vote  for 
almost  any  position  for  which  he  was  nominated. 
Not  all  chief  surgeons  are  that  nice  to  third-year 
medical  students.  I owe  him  a good  turn. 

Bernadine  Z.  Paulshock,  M.D. 

*No  offense  to  present-day  urologists.  Uniform  OR  rules  are 
now  observed  by  all  surgical  specialists,  but  back  then  at  CHOP 
that  was  not  the  way  things  were;  several  varieties  of  surgeons 
habitually  wore  their  masks  over  their  mouths  only. 
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COMMITTEE  COMMENTS 

Questions  and  Answers : 

Q.  Which  nation  has  the  world’s  highest  num- 
ber of  Committees? 

A 

(You  guessed  it!) 

Q.  What  is  the  best  occupation  for  a passive- 
aggressive  person? 

A.  Committee  membership 

Q.  What  is  the  best  occupation  for  a passive- 
dependent  person? 

A.  Committee  chairmanship. 

Newton’s  Fourth  Law:  The  number  of  Com- 
mittee memberships  of  any  one  person  is  inversely 
proportional  to  the  total  work  done  by  that  per- 
son. 

The  shortest  Committee  meeting  is  the  one  that 
starts  before  lunch  time. 

An  effective  Chairman  is  one  who  is  six  feet 
tall,  weighs  250  pounds  and  has  a bad  temper. 

Bala  V.  Manyam,  M.D. 

Dr.  Manyam  is  an  Assistant  Professor  in  the  Department  of 
Neurology  and  Pharmacology  of  Thomas  Jefferson  University, 
Philadelphia,  and  is  a neurologist  at  the  Veterans  Administration 
Center,  Wilmington. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obfain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


THE  WHOLE  INTERNIST  CATALOG,  by  Arlan  J. 
Gottlieb,  M.D.,  Kenneth  W.  Zamoff,  M.D.,  Michael 
S.  Jastremski,  M.D.,  Anthony  Scalzo,  M.D.,  and 
Kenneth  J.  Imboden,  M.D.,  W.  B.  Saunders  Co., 
Philadelphia,  1980.  589  pp.  Illus.  Price  $19.50. 

Let  me  begin  by  stating  that  I totally  endorse 
this  book.  At  less  than  twenty  dollars,  it  is  not 
only  an  affordable  reference  for  the  internist  and 
family  physician,  but  it’s  a source  of  entertain- 
ment as  well.  It  is  kind  of  a “soft-core”  Resi- 
dent’s Manual,  providing  all  those  formulas,  acro- 
nyms, and  bits  of  house  officer  wisdom  that  were 
so  crucial  to  surviving  our  resident  years.  The 
unique  thing  about  this  book,  however,  is  that  it 
provides  so  much  info  in  such  an  entertaining 
package.  You  can  leave  this  one  in  your  wash- 
room to  peruse  in  quiet  moments  when  you  are 
alone  with  your  thoughts.  I will  admit  that  I 
was  anxious  to  review  this — I went  to  college  with 
one  of  the  authors.  (I  deny  ulterior  motives,  how- 
ever— I haven’t  seen  or  spoken  with  him  in  many 
years.)  I remember  him  as  being  humorous  and 
humanistic  and  intelligent — -the  kind  of  man  you’re 
glad  to  count  as  a friend.  His  influence  shows. 

The  book  speaks  for  itself.  It  has  chapters 
covering  most  areas  of  internal  medicine  as  well 
as  the  approach  to  the  patient,  critical  care,  derma- 
tology, neurology,  drugs,  nutrition,  pregnancy 
(“before,  during  and  after”),  and  the  concluding 
chapter,  “Potpourri.”  Each  chapter  is  divided  into 
many  small  sections  full  of  conventional  medical 
wisdom,  useful  trivia,  derivations  of  medical 
terms,  interesting  quotes  and  on  and  on.  Here 
are  some  examples: 

— an  acronym  for  splenomegaly  using  the  word 
“spleen” 

— ZZZZZZZZ,  a seotion  on  snoring 

— a suggested  list  of  equipment  for  the  tradi- 

Del  Med  Jrl,  Sept  1981 — Vol  53,  No  9 


tional  doctor’s  bag 

— how  to  find  the  femoral  vein  (the  “mortician’s 
approach”) 

—the  top  twenty  skin  diseases 
— gaze  abnormalities  “illustrated” 

— Murray’s  Approach  to  the  EKG  Diagnosis 
of  Tachyarrhymias 

— the  top  ten  prescription  drugs  of  1977 
— a recipe  for  chicken  soup  (page  234) 

— what’s  bad  in  herbal  teas 
— what  medical  journals  are  free  and  how  to 
get  them 

Continued  on  page  468 
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COMPLICATIONS  OF  STEROID  THERAPY 


Robert  A.  Greenwald,  M.D. 


Almost  every  physician  has  had  the  gratifying 
experience  of  witnessing  the  rapid  resolution  of 
some  severe  symptomatology  as  a consequence  of 
treating  a patient  with  a steroid  preparation. 
Whether  it  was  polymyalgia  rheumatica,  an  acute 
allergic  reaction,  a skin  rash,  asthma,  or  an  auto- 
immune phenomenon  which  is  treated,  the  actions 
of  steroids  can  be  truly  remarkable.  Thus,  it  is 
not  surprising  that,  if  topical  preparations  are  in- 
cluded, steroids  rank  in  the  top  20  of  all  drug 
prescriptions. 

Unfortunately,  we  also  know  that  every  drug 
has  a price,  measured  not  only  in  dollars  but  also 
in  side  effects.  The  potency  of  steroids  is  coun- 
tered by  an  impressive  array  of  toxicides  that 
limit  their  ultimate  usefulness.  As  a rheuma- 
tologist, I have  become  especially  sensitive  to  this 
two-edged  sword,  because  I am  often  asked  to 
see  patients  in  consultation  who  have  been  on 
long  term  steroids  and  in  whom  side  effects  have 
become  predominant.  Side  effects  often  cause 
more  disability  and  suffering  than  the  original 
disease.  Although  we  all  can  understand  the  feel- 
ing that  Philip  Hench  had  when  at  the  Mayo 
Clinic  in  1948  he  administered  “Compound  E” 
to  a bedridden  woman  with  rheumatoid  arthritis 
and  watched  her  go  on  a shopping  trip  four  days 
later,  we  now  temper  that  enthusiasm  with  healthy 
respect  for  the  price  that  the  patient  may  have  to 
pay.  This  article  reviews  the  complications  of 
steroid  therapy,  both  real  and  suspected,  and  pro- 

Dr.  Greenwald  is  Chief  of  the  Division  of  Rheumatology  at  the 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
and  Associate  Professor  of  Medicine  at  the  State  University  of 
New  York  at  Stony  Brook. 

This  paper  is  an  adaptation  of  his  presentation  to  the  Delaware 
Academy  of  Medicine  in  December,  1980. 
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vides  guidelines  for  consideration  before  embark- 
ing on  such  treatment. 

I became  attuned  to  the  steroid  problem  short- 
ly after  entering  practice  when  I saw  two  patients 
who  had  been  treated  with  steroids  for  systemic 
lupus.  The  first  was  a 2 7-y ear-old  woman  who 
had  developed  joint  pains,  jaundice,  and  protein- 
uria at  age  14.  For  most  of  the  next  13  years 
she  received  steroids,  although  her  proteinuria 
was  quite  stable,  no  renal  biopsy  had  been  done, 
renal  function  was  normal,  and  all  of  her  blood 
abnormalities  had  long  since  reverted  to  normal. 
When  I began  caring  for  her,  the  steroids  were 
tapered  and  discontinued.  Her  arthralgias  were 
controlled  with  aspirin  and  hydroxychloroquine; 
eventually  she  required  no  medications.  She  then 
began  to  complain  about  hip  pain.  Over  an  18- 
month  period,  aseptic  necrosis  of  both  hips  de- 
veloped and  rapidly  progressed.  When  she  could 
neither  walk  nor  engage  in  sexual  relations  with- 
out difficulty,  bilateral  total  hip  replacements  were 
successfully  performed.  As  an  incidental  finding, 
radiographs  of  her  thighs  revealed  complete  calci- 
fication of  her  femoral  arteries.  Although  she  is 
now  well  from  the  point  of  view  of  her  osseous 
disease,  she  probably  has  severe  vascular  disease 
and,  as  will  be  discussed  below,  may  be  on  the 
way  to  a dire  fate  as  a result  of  her  steroid  therapy. 

A few  months  after  I saw  the  first  patient,  I was 
called  to  the  ooronary  care  unit  of  a local  hospital 
where  a 32-year-old  man  had  had  a myocardial 
infarction  to  which  he  eventually  succumbed.  At 
age  15,  in  another  country,  lupus  had  been  diag- 
nosed. He  had  never  had  renal  disease;  in  fact,  a 
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renal  biopsy  had  been  normal,  but  he  had  been 
taking  steroids  for  17  years.  He  had  bilateral 
cataraots,  osteoporosis,  aseptic  necrosis  of  both 
hips,  and  had  had  a CVA  some  months  before  his 
myocardial  infarction.  All  of  his  troubles  were 
clearly  steroid  related. 

Stories  such  as  those  above  are  common  among 
rheumatologists,  hematologists,  and  other  special- 
ists whose  patients  may  have  received  long-term 
steroids.  No  one  knows  the  minimum  duration 
of  steroid  therapy  which  will  lead  to  side  effects, 
but  I have  seen  a 48-year-old  woman  with  hip 
pain  that  turned  out  to  be  from  aseptic  necrosis 
who,  at  age  35,  had  been  treated  with  prednisone 
for  a liver  ailment  for  only  two  weeks.  Thirteen 
years  later  she  paid  the  price.  A healthy  respect 
for  the  long-term  range  toxicity  of  steroids  should 
be  possessed  by  every  physician  tempted  to  pre- 
scribe such  medications. 

Actions  of  Steroids 

A detailed  review  of  the  pharmacology  of  ster- 
oids is  beyond  the  scope  of  this  article.  As  we  all 
know,  most  steroids  have  both  glucocorticoid  and 
mineralocorticoid  activity,  although  one  action 
predominates  many  preparations.  The  effects  of 
steroids  on  intermediary  metabolism  include  glu- 
coneogenesis,  wherein  the  hepatic  conversion  of 
amino  acids  to  glucose  is  stimulated;  inhibition 
of  extra-hepatic  protein  synthesis;  exertion  of  an 
antiinsulin  activity,  including  decreased  glucose 
utilization  and  decreased  fatty  acid  synthesis;  and 

TABLE  1 

EFFECTS  OF  STEROIDS  ON  GRANULOCYTE 
FUNCTION 

Neutrophil  leukocytosis 

Accelerated  release  from  bone  marrow 
Decreased  egress  from  blood  into  inflammatory 
sites 

Prolonged  half-life  in  circulation 
( Eosinopenia,  lymphocytopenia,  monocyto- 
penia) 

Decreased  adherence  to  vascular  endothelium 
Impaired  phagocytosis 
? Stabilized  lysosomal  membranes 
Decreased  leukocyte  pyrogen  production  (in  vitro) 
Decreased  superoxide  radical  generation 


inhibition  of  nucleic  acid  synthesis  in  many  tissues 
of  the  body  other  than  the  liver. 

The  major  therapeutic  uses  of  steroids  are  based 
on  their  antiinflammatory  actions  and  their  ability 
to  modulate  immunologic  phenomena.  The  two 
cell  types  which  are  most  sensitive  to  steroid 
effects  are  lymphocytes  and  granulocytes.  Steroids 
generally  cause  a lymphocytopenia  which  may  be 
in  part  a function  of  lymphocytolysis;  in  vitro  they 
impede  blast  transformation. 

The  effects  of  steroids  on  polymorphonuclear 
leukocytes,  summarized  in  Table  1,  consist  pri- 
marily of  leukocytosis  associated  with  an  inhibi- 
tion of  cell  migration  to  inflammatory  sites.1  Ster- 
oids usually  have  no  major  effect  on  circulating 
antibody  levels,  and  they  may  decrease  comple- 
ment levels  and/or  protect  cells  against  comple- 
ment action.  Macrophage  migration  and  phago- 
cytosis may  be  inhibited.  Steroids  are  well  known 
to  exert  an  in  vitro  “lysosome  stabilization”  effect. 
As  the  doses  of  drugs  required  to  elicit  effects  in 
test  tubes  often  exceed  the  dose  attainable  in  vivo , 
the  reported  effects  of  the  drug  may  not  actually 
transpire  under  therapeutic  conditions. 

Most  physicians  who  use  steroids  are  aware  of 
the  fact  that  various  preparations  differ  from  one 
another  in  their  duration  of  action,  relative  anti- 
inflammatory potency,  and  sodium  retaining  ef- 
fects. These  attributes  are  summarized  in  Table 
2;  also  included  in  the  table  are  the  trade  names 
of  some  of  the  more  commonly  used  preparations. 
The  long-acting  steroids,  eg,  dexamethasone 
(plasma  halflife  of  200  minutes  and  tissue  activity 
which  persists  for  up  to  72  hours),  tend  to  pro- 
duce greater  Cushingoid  side  effects  due  to  the 
constant  effect  of  the  drug  on  peripheral  tissues. 
In  particular,  steroid  myopathy  seems  to  be  worse 
in  patients  receiving  dexamethasone. 

General  Aspects  of  Steroid  Toxicity 

Three  major  things  can  go  wrong  when  steroids 
are  administered  to  a patient.  After  the  drug  is 
withdrawn,  adrenal  insufficiency  due  to  suppres- 
sion of  hypothalamic  adrenal  corticotropin  releas- 
ing factor  and/or  adrenal  atrophy  can  develop, 
or  there  can  be  reactivation  of  the  underlying  dis- 
ease process  which  had  been  suppressed  by  ther- 
apy. During  administration,  iatrogenic  hyper- 
adrenacorticism  can  occur  with  development  of 
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TABLE  2 

COMMONLY  USED  STEROID  PREPARATIONS 


Typical 

Generic  Name  Trade  Names 

(Short-acting  types,  half-life  under  12  hours) 
Hydrocortisone  Solu-cortef 

Cortisone  (generic  as  acetate) 

(Intermediate  type,  half-life  12-36  hours) 
Prednisone  Deltasone,  Meticorten 

Prednisolone  Hydeltra-TBA 

Methylprednisolone  Medrol 

Triamcinolone  Aristocort,  Kenacort 

(Long  acting  types,  half-life  over  48  hours) 
Paramethasone  Haldrone 

Betamethasone  Celestone 

Dexamethasone  Decadron 


a Cushingoid  state.  The  remainder  of  this  ar- 
ticle deals  with  the  latter  aspect  of  steroid  therapy. 

Table  3 summarizes  most  of  the  major  toxicities 
of  steroids.  Individual  patient  sensitivities  vary 
quite  widely,  and  the  development  of  toxicity  is  al- 
most certainly  altered  by  the  nature  of  the  under- 
lying disease  and  by  elusive  factors  such  as  genetic 
predisposition.  For  example,  some  patients  will  get 
a Cushingoid  face  on  as  little  as  7.5  mg  of  pred- 
nisone per  day,  whereas  others  can  tolerate  20 
mg  per  day  without  any  visible  cosmetic  change. 

Whereas  patients  with  rheumatoid  arthritis  are 
especially  sensitive  to  osteoporosis,  patients  with 
asthma  treated  with  equivalent  steroid  dosage  are 
often  spared  the  osseous  complications,  perhaps 
because  of  their  different  activity  level.  A strong 
family  history  of  diabetes  would  obviously  weigh 
in  the  equation  before  committing  a patient  to 
long-term  steroid  therapy.  Many  of  the  toxicities 
of  steroids  are  shared  by  natural  Cushing’s  syn- 
drome, while  others  are  unique;  some  of  these  are 
listed  in  Table  4. 

It  would  be  impossible  to  discuss  in  detail  all 
of  the  complications  listed  in  Tables  3 and  4.  I 
have,  therefore,  selected  four  topics  for  more  ex- 
tensive attention:  cardiovascular  toxicity,  the  puta- 
tive relationship  between  ulcers  and  steroids, 


Anti 

Equivalent 

Sodium 

Inflammatory 

Potency 

Retaining 

Potency 

(mg) 

Potency 

1 

20 

2+ 

0.5 

25 

2+ 

3.5 

5 

1 + 

4 

5 

1 + 

5 

4 

0 

5 

4 

0 

10 

2 

0 

25 

0.6 

0 

30 

0.75 

0 

steroid  myopathy,  and  susceptibility  to  infection. 
Following  this  discussion,  I will  make  some  com- 
ments about  intraarticular  therapy,  and  then  con- 
clude with  some  recommendations  for  ameliorat- 
ing steroid  toxicity. 

Cardiac  Toxicity 

One  of  the  diseases  which  is  most  often  treated 
with  steroids  is  systemic  lupus  (SLE).  Table  5 
shows  some  data  on  SLE  mortality  kindly  supplied 
to  me  by  Dr.  James  Seibold  of  the  New  Jersey 
College  of  Medicine.  It  can  readily  be  seen  that 
uremia  and  CNS  disease  have  been  decreasing  as 
causes  of  death  in  these  patients,  while  infection 
and  cardiac  problems  have  increased.  This  change 
in  mortality  patterns  correlates  with  the  introduc- 
tion and  widespread  use  of  steroids  to  treat  SLE 
patients.  One  can  argue  that  the  use  of  steroids 
has  successfully  alleviated  the  renal  and  CNS 
problems  to  which  the  patients  might  have  suc- 
cumbed in  the  presteroid  era,  thus  prolonging 
their  lives  so  that  they  may  die  from  other  causes. 
However,  the  data  show  that  steroids  appear  to 
be  direotly  responsible  for  some  of  these  problems. 

In  1975,  autopsies  on  33  women  and  three  men 
with  SLE,  whose  average  age  at  death  was  32,  were 
reported.2  Sixty-nine  percent  of  the  patients  had 
had  hypertension;  64%  had  left  ventricular  hyper- 
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TABLE  3 

TOXICITIES  OF  SYSTEMIC  STEROIDS 


General 

Cushingoid  fat  pattern 
Diabetes  mellitus 
Acne 
Hirsutism 
Vascular  fragility 
? Impaired  fibroblast 
function 
? Teratogenicity 
Musculoskeletal 
Myopathy 
Aseptic  necrosis 
Osteoporosis 
Tendon  rupture 
Cardiovascular 
Coronary  artery 
disease 
Hyperlipemia 
? Thrombosis 


Infectious 

Enhanced  susceptibility 
Activated  tuberculosis 

Renal 

Salt  retention 
? Enhanced  stone 
formation 

Ophthalmologic 

Glaucoma 

Cataracts  (posterior 
subcapsular) 
Nervous  system 
Psychosis 

Pseudotumor  cerebri 
Gastrointestinal 
Peptic  ulcer  disease 
Perforated  viscus 
Pancreatitis 


trophy.  Bulkley  and  Roberts  concluded  that  there 
was  a definite  relationship  between  steroid  ther- 
apy, hypertension,  and  congestive  heart  failure. 
Of  1 8 patients  who  received  steroids  for  more  than 
one  year,  eight  had  greater  -than  50%  occlusion 
of  one  or  more  major  coronary  arteries.  In  con- 
trast, of  17  patients  who  reoedved  steroids  for  less 
than  one  year,  none  had  50%  occlusion.  These 
noted  cardiovascular  pathologists  concluded,  “Al- 
though vital  to  the  management  of  SLE,  cortico- 
steroids have  an  overall  deleterious  effect  on  the 
heart.  Systemic  hypertension  and  left  ventricular 
hypertrophy  appear  . . .;  congestive  heart  failure 
increases  . . .;  and  coronary  atherosclerosis  ap- 
pears to  be  accelerated.” 

Rheumatologists  caring  for  SLE  patients  have 
also  noticed  these  findings.  Urowitz  et  al  reported 
that  81  patients  with  SLE  had  been  followed  in 
their  clinic  for  six  years,  90%  of  whom  had  re- 
ceived an  average  daily  dose  of  18  mg  of  steroids.3 
Eleven  patients  died,  six  during  the  first  year  due 
to  active  renal  or  CNS  disease.  There  were  five 
late  deaths  occurring  a mean  8.6  years  after  diag- 
nosis. The  latter  occurred  in  patients  who  had 
been  taking  an  average  daily  dose  of  10.1  mg  of 


prednisone  for  7.2  years.  These  patients,  who 
ranged  in  ages  from  32  to  50  when  they  died,  were 
all  women,  and  they  all  died  of  fresh  myocardial 
infarctions.  This  bimodal  mortality  curve  for 
SLE  has  been  noted  by  others  and  is  now  con- 
sidered by  rheumatologists  to  be  a valid  phe- 
nomenon. There  has  been  no  evidence  that  “vas- 
culitis” of  the  coronary  arteries  accounts  for  myo- 
cardial infarction  in  SLE  patients.  When  com- 
mitting a young  woman  to  steroid  therapy,  one 
may  be  seriously  jeopardizing  the  patency  of  her 
coronary  arteries  in  the  years  to  come. 

Peptic  Ulcer  Disease 

There  is  a widespread  belief  that  steroids  are 
ulcerogenic.  As  Fenster4  has  summarized,  this 
belief  stems  from  animal  experiments,  from  data 
accumulated  in  patients  with  rheumatoid  arthritis, 
and  from  known  differences  between  steroid  in- 
duced and  natural  ulcers.  Countering  this  view- 
point are  the  criticisms  that  most  studies  on  this 
topic  have  been  retrospective,  that  the  phenome- 
non may  be  peculiar  to  patients  with  arthritis  (ex- 
cluding other  groups  also  treated  with  chronic 
steroids),  and  that  no  allowance  has  been  made 
for  other  drugs  taken  by  these  patients. 

Do  steroids  indeed  cause  ulcers?  Conn  and 
Blitzer  examined  this  question  in  some  detail.5 
Admittedly  dubious  from  the  start,  they  conducted 


TABLE  4 

NATURAL  AND  IATROGENIC  CUSHING’S 
SYNDROME 

Features  found  more  commonly  in  natural 
Cushing’s  syndrome 

Hypertension  Acne 

Menstrual  disturbances  Impotence 

Hirsutism  Virulism 

Striae  Purpura 

Plethora 

Features  highly  characteristic  of  iatrogenic 
hypercorticism 

Pseudotumor  cerebri  Glaucoma 

Cataracts  Pancreatitis 

Aseptic  necrosis  Panniculitis 

Features  seen  in  both  conditions 
Obesity  Psychosis 


454 


Del  Med  Jrl,  Sept  1981 — Vol  53,  No  9 


Complications  of  Steroid  Therapy — Greenwald 


TABLE  5 

LEADING  CAUSES  OF  DEATH  IN  249  CASES  OF  SLE 


1950-1955 

1956-1962 

1963-1973 

Cause 

(57  patients) 

( 100  patients) 

(92  patients) 

Uremia 

26.3% 

36.0% 

14.1% 

CNS 

29.8% 

12.0% 

10.8% 

Infection 

15.7% 

10.0% 

18.4% 

Cardiac 

3.5% 

10.0% 

10.8% 

Malignancy 

1.7% 

2.0% 

6.5% 

a retrospective  literature  search  involving  all  con- 
trolled, randomized  trials  in  which  oral  steroids 
had  been  compared  to  no  therapy,  regardless  of 
disease  or  condition  being  treated.  Unrandomized 
and  uncontrolled  studies  were  excluded,  as  were 
trials  involving  other  potentially  ulcerogenic  drugs. 
The  side  effect  data  from  the  double  blind  and 
from  nonblinded  studies  were  analyzed  separately, 
but  there  was  very  little  difference  in  the  results. 

Conn  and  Blitzer  identified  42  clinical  trials 
involving  5331  patients  who  were  randomly  allo- 
cated to  receive  either  oral  steroids  or  no  therapy. 
The  diseases  in  question  were  diverse,  including 
Bell’s  palsy,  multiple  sclerosis,  tuberculosis,  mono- 
nuoleosis,  various  hepatic  ailments,  stroke  and 
sarcoidosis.  The  steroids,  which  included  all  of 
the  major  oral  preparations,  were  administered 
from  eight  days  to  more  than  one  year.  Combin- 
ing all  the  data  from  the  steroid-treated  and  con- 
trol patients,  there  was  no  statistically  significant 
increase  in  the  incidence  of  peptic  ulcer,  hemor- 
rhage, or  perforation  in  the  drug  groups.  The 
overall  incidence  of  peptic  ulcer  was  about  1% 
in  both  patient  populations.  It  was  noted  that 
steroid  treatment  for  more  than  30  days  was 
associated  with  a higher  incidence  of  ulcer  than 
similar  treatment  for  less  than  a month,  but  the 
same  was  true  for  placebo.  If  the  steroid-treated 
group  was  divided  into  high  and  low  dose  sub- 
groups, the  incidence  of  ulcer  was  again  the  same. 

The  prejudice  that  steroids  cause  ulcers  is  quite 
well  engrained  in  the  medical  population.  At  my 
hospital,  it  is  a standard  nursing  rule  that  all  pa- 
tients be  given  30  cc  of  liquid  antacid  with  every 
dose  of  steroid.  Since  most  inpatients  receive  their 
steroids  in  divided  doses,  they  usually  receive 
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enough  liquid  antacid  to  become  substantially 
constipated.  Many  patients  tell  me  that  the  ant- 
acid causes  them  more  distress  than  either  the 
steroid,  their  other  medications,  or  even  their 
primary  disease.  I don’t  doubt  that  there  exist 
many  bona  fide  cases  of  ulcers  developing  in  pa- 
tients receiving  steroids.  However,  the  tacit  as- 
sumption of  cause  and  effect  remains  to  be  proven. 

Steroid  Myopathy 

Myopathy  is  one  of  the  most  well-known  but 
disabling  side  effects  of  corticosteroid  therapy.  Its 
incidence  is  approximately  10%  in  steroid-treated 
patients,  but  the  percentage  varies  with  the  steroid 
preparation:  triamcinolone  and  dexamethasone 
produce  much  more  myopathy  than  does  predni- 
sone. Steroid  myopathy  can  develop  in  any  age 
group  and  in  the  presence  of  any  underlying  dis- 
ease. 

Symmetrical  proximal  muscle  weakness  spread- 
ing from  the  lower  extremities  to  the  shoulder 
girdle  is  the  characteristic  feature.  The  myopathy 
can  develop  at  any  time  during  the  course  of  treat- 
ment, but  often  follows  an  increase  in  dosage. 
There  is  no  correlation  between  the  onset  of 
myopathy  and  cumulative  dosage. 

Serum  enzymes  (CPK,  aldolase,  SGOT)  are 
usually  normal,  the  EMG  pattern  is  nonspecific, 
and  muscle  biopsy  is  usually  not  helpful.  The 
diagnosis  is  based  primarily  on  an  appropriate 
index  of  suspicion. 

Askari  et  al  studied  steroid  myopathy  in  eight 
patients  with  underlying  connective  tissue  disease 
(polymyositis,  SLE,  RA,  etc.)  who  were  treated 
with  steroids  and  developed  a myopathy  distinct 
from  that  of  their  original  disorder.6  The  onset 
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of  myopathy  was  insidious  in  six  of  the  patients. 
It  was  accompanied  by  diffuse  myalgias  in  five,  a 
symptom  not  originally  present.  As  five  of  the 
eight  patients  also  had  substantial  osteoporosis, 
the  authors  suggested  that  when  a patient  on 
steroids  develops  severe  osteoporosis,  a hidden 
steroid  myopathy  should  be  suspected. 

Muscle  enzymes  and  biopsy  were  not  helpful 
in  detecting  the  onset  of  myopathy.  Urinary  crea- 
tine excretion  did  appear  to  be  a useful  marker. 
The  ratio  of  creatine  excretion  to  creatine  plus 
creatinine  is  calculated  in  a 24  hour  urine  speci- 
men. This  value  should  be  less  than  10%  in 
normal  individuals.  In  patients  with  myopathy, 
the  lowest  value  was  25%  and  the  highest,  70%; 
the  values  returned  towards  normal  when  the 
steroids  were  tapered. 

The  best  diagnostic  test  for  steroid  myopathy 
is  to  be  alert  for  it.  One  should  observe  the  pa- 
tient arising  from  a chair  as  part  of  the  examina- 
tion and  make  a note  of  the  extent  of  the  patient’s 
difficulty.  If  the  problem  appears  to  progress  as 
steroid  therapy  is  continued,  steroid  myopathy 
should  be  suspected.  If  a loss  of  muscle  strength 
is  associated  with  myalgias,  osteoporosis,  and  an 
elevated  excretion  of  creatine,  a lowering  of  ster- 
oid dosage  is  warranted. 

Steroids  and  Infection 

Patients  who  are  treated  with  long-term  steroids 
usually  suffer  from  a debilitating  disease  whose 
course  may  be  complicated  by  recurrent  infections. 
The  natural  history  of  SLE  is  often  marked  by 
a high  frequency  of  infections  which  are  a major 
cause  of  mortality.  When  SLE  is  treated  with 
steroids,  it  is  sometimes  difficult  to  decide  whether 
the  acquisition  of  infection  was  augmented  by  the 
medication.  If  steroid  therapy  is  predisposing  to 
such  complications,  then  once  again  we  are  faced 
with  a dilemma  of  the  risk/benefit  ratio  of  steroid 
therapy. 

Ginzler  et  al  analyzed  by  computer  a large  mass 
of  data  pertaining  to  the  lupus  patient  population 
at  the  Downstate  Medical  Center.7  The  records 
covered  223  patients  with  a total  of  655  patient- 
years  of  follow-up.  There  were  384  infeotions  in 
150  of  their  patients:  163  bacterial,  183  nonspe- 
cific viral  syndromes,  28  opportunistic  fungal  in- 
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feotions,  and  12  episodes  of  herpes  zoster.  When 
the  data  were  analyzed  as  -a  function  of  steroid 
dosage,  a clear  correlation  was  found  between 
average  daily  dose  of  prednisone  and  frequency 
of  infection.  On  the  other  hand,  when  they  looked 
separately  at  patients  who  were  or  were  not  re- 
ceiving azathioprine,  a drug  then  extensively  used 
in  their  clinic,  there  was  no  increased  incidence 
of  infection  attributable  to  the  latter  drug. 

Since  sicker  patients  would  be  more  likely  to 
receive  a second  drug,  this  last  finding  suggests 
that  the  correlation  observed  between  steroid  dos- 
age and  infection  rate  was  a real  phenomenon  and 
not  merely  a reflection  of  the  fact  that  the  patients 
on  more  steroid  were  sicker  than  the  others.  Fur- 
thermore, the  effect  of  the  steroids  was  most  no- 
ticeable on  the  bacterial  infection  rate,  which  rose 
from  10.3  infections  per  100  patient-years  with- 
out steroids  to  86.8  infeotions  per  100  patient- 
years  with  a steroid  dose  above  40  mg  per  day. 

The  effects  of  glucocorticoids  on  inflammatory 
and  immunologic  phenomena  have  been  exten- 
sively reviewed.1  Despite  the  fact  that  steroids 
cause  a neutrophilic  leukocytosis,  a predisposition 
to  infection  could  still  be  explained  by  the  ac- 
companying lymphocytopenia,  interference  with 
macrophage  and  monocyte  functioning,  decreased 
granulocyte  accumulation  at  an  inflammatory  site, 
decreased  chemotaxis,  and  decreased  release  of 
lysosomal  contents.  Recently,  there  has  been  a 
great  deal  of  interest  in  the  role  of  oxygen  derived 
free  radicals,  notably  superoxide  ion,  in  the  killing 
of  bacteria  by  polymorphonuolear  cells;  there  are 
data  suggesting  that  steroids  impede  this  function 
as  well.  There  is,  thus,  ample  scientific  evidence 
supporting  the  clinical  observation  that  steroid 
therapy  predisposes  to  infections. 

Steroid  Injection  Therapy 

Most  of  this  discussion  has  pertained  to  oral 
steroids.  There  are  two  other  widely  used  forms 
of  steroid  therapy,  ie,  topical  preparations  and 
local  injection  therapy.  The  latter  is  especially 
prevalent  among  rheumatologists,  generalists,  or- 
thopedists, etc.  for  the  treatment  of  bursitis,  ten- 
donitis, monoarticular  flare-ups  of  rheumatoid 
arthritis,  etc.  Most  physicians  prone  to  the  use 
of  steroid  injections  tend  to  dismiss  the  side  effects 
of  this  procedure  on  the  grounds  that  systemic 
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TABLE  6 

SIDE  EFFECTS  OF  LOCAL  STEROID 
INJECTION  THERAPY 

Infection 

Post-injection  flare 
Systemic  absorption 
Tendon  rupture 
Osteonecrosis 
Soft  tissue  atrophy 
Calcification 
Cartilage  damage 


absorption  is  usually  slight.  However,  there  are 
distinct  complications  attributable  to  local  injec- 
tions which  must  be  borne  in  mind  when  contem- 
plating such  therapy. 

The  side  effects  associated  with  local  steroid 
therapy  are  listed  in  Table  6.  Obviously,  a lack 
of  sterile  procedure  could  further  add  to  these 
side  effects.  Steroid  crystals  have  been  detected 
in  synovial  fluid  aspirates.  These  crystals  can  in- 
duce an  inflammatory  reaction  not  unlike  that 
caused  by  urate  or  calcium  pyrophosphate  crystals, 
which  probably  accounts  for  the  well-known  post- 
injection flare.  Repeated  injection  of  steroids  can 
lead  to  damage  to  joint  capsules,  ligaments,  and 
other  supporting  structures,  and  a fully  developed 
Charcot  joint  can  ensue.  Soft  tissue  atrophy  and 
calcification  have  also  been  observed.  Reducing 
both  the  frequency  and  dosage  of  such  injections 
tends  to  minimize  these  problems. 

On  theoretical  grounds,  the  use  of  steroid  in- 
jections to  ameliorate  inflammation  in  a disease 
such  as  rheumatoid  arthritis,  where  the  goal  is  to 
prevent  cartilage  damage,  is  somewhat  irrational. 
This  statement  is  based  on  experimental  evidence 
in  animals  and  tissue  culture  that  steroids  ad- 
versely affect  cartilage  metabolism.  For  example, 
Behrens  et  al  gave  intraarticular  steroids  to  rabbits 
at  weekly  intervals  and  monitored  the  histology  of 
the  tissues  and  various  biochemical  parameters.8 
As  the  injections  progressed,  there  was  a profound 
depletion  of  cartilage  proteoglycans  (the  macro- 
molecules  which  give  the  tissue  its  structural  in- 
tegrity) as  reflected  biochemically  in  a loss  of 
cartilage  hexosamine  content,  although  hydroxy- 
proline  (a  measure  of  collagen)  and  DNA  were 


not  altered.  The  authors  went  so  far  as  to  suggest 
that  repeated  injections  of  steroids  could  be  used 
as  a model  for  producing  experimental  joint  dam- 
age in  animals. 

Management  of  Steroid  Therapy 

In  view  of  the  extensive  catalog  of  steroid  side 
effects,  enthusiasm  for  the  use  of  glucocorticoids 
has  definitely  waned  among  rheumatologists,  de- 
spite the  fact  the  RA  and  SLE  are  two  of  the  most 
common  indications  for  such  drugs.  A consultant 
rheumatologist  seeing  a patient  who  has  been  on 
long-term  steroid  therapy  often  must  devote 
more  attention  to  the  steroid-induced  complica- 
tions than  to  the  underlying  disease.  In  the  litigi- 
ous climate  in  which  we  now  practice,  the  use  of 
steroids  will  probably  decline  further.  For  ex- 
ample, a colleague  of  mine  has  been  sued  by  a 
patient  who  took  five  mg  of  prednisone  for  two 
years  for  RA  and  who  then  developed  cataracts. 
The  suit  was  brought  on  the  grounds  that  the  pa- 
tient was  never  informed  that  this  complication 
could  have  ensued.  Despite  the  obvious  lack  of 
merit  of  such  a case,  the  anguish  of  having  to 
endure  even  a frivolous  lawsuit  is  an  important 
side  effect  of  steroid  therapy  on  the  physician. 

When  contemplating  the  start  of  steroid  treat- 
ment, one  should  begin  with  the  questions  fisted  in 
Table  7.  If  the  patient  is  suffering  from  a dis- 
order such  as  RA  or  SLE,  and  the  intent  of  treat- 
ment is  to  alleviate  joint  pains,  steroids  are  essen- 


TABLE  7 

QUESTIONS  TO  ASK  BEFORE  STARTING  STEROIDS 

1 ) How  serious  is  the  underlying  disease? 

2)  How  long  will  treatment  be  required? 

3)  What  is  the  minimal  effective  steroid  dose 
which  might  be  used? 

4)  Is  the  patient  predisposed  to  diabetes,  ulcer 
disease,  osteoporosis,  infections,  cardiovas- 
cular disease,  or  psychosis? 

5)  Does  one  steroid  preparation  have  an  ad- 
vantage over  another  in  this  case  (or  a dis- 
advantage) ? 

6)  Has  alternative  therapy  been  exhausted? 

7)  Would  alternate  day  therapy  be  of  benefit? 

8)  What  associated  restrictions  are  indicated? 
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tially  the  last  resort,  to  be  used  only  after  all  other 
therapy  has  failed.  In  this  era,  we  have  avail- 
able so  many  nonsteroidal  antiinflammatory  drugs 
(NSAID)  that  only  a small  fraction  of  arthritic 
patients  will  require  even  minimal  steroids.  The 
NSAID  can  also  be  used  in  addition  to  steroids, 
albeit  gingerly,  beoause  of  enhanced  GI  toxicity, 
to  reduce  the  required  dose  or  to  allow  steroid 
tapering.  Thus,  when  I see  patients  receiving  ten 
mg  prednisone  for  RA,  I will  generally  start  taper- 
ing the  steroid  with  the  help  of  coated  aspirin  or 
one  of  the  fancier  NSAI  drugs,  pointing  out  to  the 
patients  that  the  use  of  the  second  drug  will  alle- 
viate their  dependence  on  the  steroid. 

It  should  be  remembered  that  prednisone  is 
available  in  one  mg  tablets,  (eg,  Meticorten,  Scher- 
ing) . With  a supply  of  the  one  mg  tablets  in  hand, 
the  patient  can  be  instructed  to  reduce  her/his 
dosage  at  the  rate  of  one  mg  per  day  every  three 
weeks.  With  proper  emotional  support  from  the 
physician  and  concomitant  use  of  an  NSAID,  al- 
most all  patients  can  be  brought  down  to  below 
seven  mg  per  day,  a dose  at  which  side  effects 
are  lessened,  if  not  abolished. 

Despite  the  teaching  that  doses  of  prednisone 
less  than  7.5  mg  per  day  are  irrational  since  the 
body  will  make  up  the  deficit  with  endogenous 
steroids,  every  rheumatologist  has  patients  with 
RA  or  polymyalgia  rheumatica  who  feel  fine  on 
two  or  four  mg  prednisone  per  day  but  whose 
symptoms  become  worse  when  the  dose  is  dropped 
even  one  mg.  The  use  of  ACTH  or  alternate- 
day  steroid  therapy  is  not  widespread  among  re- 
cently trained  rheumatologists;  most  patients  with 


RA  or  similar  disorders,  when  treated  on  alternate 
days  feel  poorly  on  alternate  days.  For  an  asymp- 
tomatic disease,  such  as  lupus  nephritis  without 
arthralgias,  the  use  of  alternate-day  therapy  may 
have  greater  utility.  Finally,  many  patients  on 
steroids  may  profit  from  dietary  advice,  with  par- 
ticular reference  to  restricted  sugar  intake  if  there 
is  a predisposition  towards  diabetes;  restricted  salt 
intake  which,  if  carried  to  an  extreme,  can  some- 
times ameliorate  the  cosmetic  changes;  and  choles- 
terol restriction  if  there  is  evidence  of  hyper- 
lipemia. 

Conclusion 


Steroid  therapy  is  obviously  a potent  component 
of  the  modern  physician’s  armamentarium,  but 
one  which  exacts  a dear  price  from  the  patients. 
In  short-term  situations,  or  as  topical  applications, 
steroid  treatment  can  work  wonders.  In  long-term 
problems,  or  when  injected,  there  are  substantial 
adverse  effects  which  must  temper  the  physician’s 
judgment  as  she/he  reaches  for  the  Rx  pad  and 
starts  to  write  a steroid  prescription. 
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Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES  M 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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TEL-MED®  IN  DELAWARE:  A PROGRESS  REPORT 


Since  March,  1980,  northern  Delaware  physi- 
cians and  dentists  have  been  carefully  nurturing  a 
Wilmington  infant,  providing  expensive  round- 
the-clock  service  in  an  effort  to  assure  every 
chance  for  survival.  Recently,  at  the  youngster’s 
first  birthday  party,  the  young  charge  was  pro- 
nounced sound  and  healthy,  with  a long,  active 
life  in  prospect. 

The  object  of  attention  is  Tel-Med,  a medical 
and  dental  information  service  in  tape  recorded 
form,  accessible  to  the  public  by  telephone.  A 
caller  may  request  any  of  nearly  250  different 
recorded  tapes  on  a variety  of  medical  and  dental 
subjects  and  hear  the  three  to  five  minute  ex- 
planations over  -the  telephone. 

Tel-Med  service  was  developed  several  years 
ago  by  the  San  Bernardino  County  (California) 
Medical  Society  for  use  by  residents  of  that  area. 
Its  success  on  the  West  Coast  led  to  the  estab- 
lishment of  similar  programs  in  other  communities, 
usually  through  the  sponsorship  of  medical  socie- 
ties or  hospitals. 

In  1977,  the  Delaware  Academy  of  Medicine 
began  exploring  the  possibility  of  a Tel-Med  pro- 
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of  Mid-Eastern  Regional  Medical  Library  Service. 

Del  Med  Jrl,  Sept  1981 — Vol  53,  No  9 


W.  Glenn  Dill 
Gail  P.  Gill 


gram  in  Delaware.  Two  years  later  the  Academy 
entered  into  a contract  with  Tel-Med,  Inc.,  the 
nonprofit  affiliate  of  the  San  Bernardino  County 
society,  and  turned  to  the  local  community  for 
the  financial  support  required  for  start-up  and 
operation. 

Funds  for  purchase  of  the  tapes  and  the  elec- 
tronic equipment  required  were  provided  by  a 
grant  from  a private  local  foundation.  For  the 
ongoing  operating  costs  such  as  telephone  lines 
and  continued  publicity,  the  Academy  appealed  to 
both  medical  and  nonmedical  organizations  in  the 
area.  The  Medical  Society  of  Delaware,  the  New 
Castle  County  Medical  Society,  and  ten  other 
organizations  responded  by  sponsoring  71  tapes 
in  addition  to  133  unsponsored  tapes  to  provide 
an  initial  library  of  204  subjects  from  which  the 
public  could  choose. 

A key  contribution  was  received  from  the  Medi- 
cal-Dental Bureau  of  New  Castle  County,  whose 
president,  Dr.  Joseph  A.  Arminio,  offered  to  pro- 
vide space  for  the  Tel-Med  equipment  and  make 
available  operators  to  staff  it  around  the  clock, 
seven  days  a week.  There  would  be  no  charge 
for  the  service,  except  during  periods  of  heavy 
calling  volume  when  additional  operators  had  to 
be  employed. 

Tel-Med  was  announced  to  the  Delaware  public 
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on  March  31,  1980,  with  the  first  official  call  be- 
ing placed  by  Governor  Pierre  S.  duPont,  IV,  dur- 
ing a press  conference  at* the  Medical-Dental 
Bureau.  Coincidental  with  the  newspaper,  radio, 
and  television  coverage,  150,000  brochures  con- 
taining the  full  list  of  Tel-Med  tapes  were  dis- 
tributed throughout  northern  New  Castle  County, 
at  banks,  savings  and  loan  associations,  drug 
stores,  and  offices  of  physicians  and  dentists. 

The  ten  telephone  lines  connected  to  the  Tel- 
Med  switchboard  lighted  up  promptly,  and  for 
several  weeks  they  remained  lighted,  with  many 
interested  callers  unable  to  get  through.  As  the 
initial  surge  of  calls  began  to  subside,  the  News- 
Journal  published  the  list  of  tapes  in  its  Sunday 
edition  and  calling  volume  escalated  again.  About 
30,000  calls  were  received  in  the  first  six  weeks  of 
operation. 

Early  last  summer,  when  it  became  clear  that 
public  acceptance  of  Tel-Med  was  continuing, 
Robert  B.  Flinn,  M.D.,  then  president  of  the 
Academy,  contacted  both  existing  and  prospec- 
tive tape  sponsors.  Out  of  that  contact  came  an 
additional  63  sponsored  tapes,  some  were  new 
acquisitions  to  the  library  and  others  were  ob- 
tained by  the  Academy  at  the  outset  but  pre- 
viously unsponsored.  The  number  of  sponsors 
rose  from  the  initial  12  to  33,  and  the  size  of  the 
Delaware  tape  library  grew  from  the  204  subjects 
included  at  the  outset  to  247.  The  new  tapes  in- 
cluded not  only  subjects  developed  in  California, 
but  also  locally-prepared  scripts  as  well,  such  as 
tapes  on  “Scoliosis”  and  “Congenital  Hip  Dis- 
location” from  the  Alfred  I.  du  Pont  Institute. 

It  was  no  coincidence  that  the  new  tapes  were 
added  to  the  Tel-Med  library  in  January,  at  the 
same  time  as  the  distribution  of  the  1981  North- 
ern Delaware  Telephone  Directory.  Pages  4 and 
5 of  the  blue  page  section  of  the  new  directory 
carry  the  expanded  Tel-Med  tape  listing,  along 
with  an  explanation  of  the  nature  of  the  service. 

This  wide  distribution  of  Tel-Med  information 
throughout  northern  Delaware — about  98  percent 
of  area  residents  have  telephones — had  an  immedi- 
ate impact  on  the  volume  of  calls.  During  January 
of  1981,  19,203  calls  were  received  at  the  Tel- 
Med  switchboard,  a monthly  total  second  only  to 
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the  first  month  of  the  service’s  operation.  Febru- 
ary produced  15,274  calls,  making  it  the  third 
heaviest  month  of  the  program  to  date.  During 
the  first  12  months  of  its  operation,  Delaware’s 
Tel-Med  switchboard  received  more  than  143,000 
calls,  an  average  of  about  12,000  calls  a month. 
Of  the  247  Tel-Med  programs  in  operation  around 
the  nation,  only  nine,  primarily  those  in  large 
cities  such  as  Pittsburgh  and  Detroit,  generate 
more  calls  per  month  than  does  Delaware. 

The  success  of  Tel-Med  has  proved  what  many 
people  felt  is  the  case:  a substantial  desire  exists 
among  the  public  for  medical  information  on  a 
wide  range  of  topics.  The  vehicle  Tel-Med  uses 
— recorded  scripts  reviewed  in  advance — assures 
that  the  information  given  is  sound.  Local  phy- 
sicians and  dentists  spend  many  hours  reviewing 
the  over  500  scripts  available  to  assure  accuracy 
and  relevance  to  the  needs  of  Delawareans. 

What  lies  ahead  for  Tel-Med  in  Delaware? 
William  D.  Wendle,  D.D.S.,  president  of  the 
Academy,  says  that  the  library  of  tapes  will  con- 
tinue to  grow  as  new  scripts  are  developed  which 
are  relevant  to  Delaware.  Beyond  that,  however, 
one  important  hurdle,  extension  of  the  service  on 
a tollfree  basis  throughout  the  state,  remains  to  be 
cleared  before  the  program  can  reach  its  full  po- 
tential. 

Currently  the  571-1010  number  is  tollfree  only 
throughout  the  northern  Delaware  metropolitan 
area.  For  residents  of  Kent,  Sussex,  and  lower 
New  Castle  County,  a toll  call  is  required.  At 
the  outset,  principals  in  Delaware’s  Tel-Med  pro- 
gram expressed  the  hope  that  statewide  tollfree 
service  could  eventually  be  provided.  Shortly  after 
the  program  began,  a letter  from  an  official  of  the 
Frederica  Adult  Center  requested  Tel-Med  bro- 
chures and  added  a succinct  final  paragraph: 
“Surely  you  are  aware  the  number  that  is  pub- 
lished is  a toll  call  for  people  downstate.  In  order 
to  improve  your  program  you  should  establish  a 
tollfree  number  to  offer  assistance  free  to  all  Del- 
aware residents.” 

The  deterrent  is  a familiar  one — lack  of  funds. 
Service  on  a very  limited  basis,  one  line  to  Kent 
and  one  to  Sussex,  would  cost  about  $4,000  a 
year,  while  the  optimum  of  five  telephone  lines 
serving  the  two  counties  would  cost  about  $10,000 
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annually.  Thus  far,  efforts  to  raise  the  money 
have  been  unsuccessful. 

We  are  hopeful  that  hurdle  will  also  be  cleared 
in  time.  In  any  event,  the  infant  named  Tel-Med 
that  northern  Delaware  physicians  and  dentists 
brought  into  the  world  a year  ago  is  healthy  and 
growing  with  every  indication  of  a bright,  pro- 
ductive future  ahead. 


CORRECTION 

The  artioles  by  John  M.  Pellock,  M.D., 
“Recent  Developments  in  the  Treatment  of 
Epilepsy:  Diagnosis  and  Treatment,”  (June, 
1981,  Delaware  Medical  Journal , 53:305- 
12),  and  “Recent  Developments  in  the 
Treatment  of  Epilepsy,  Part  II:  Modem 
Therapeutic  Methods,”  (July,  1981,  Dela- 
ware Medical  Journal,  53:361-4),  have  an 
error  in  Table  5.  “Effective  Levels”  for 
Clonazepam  should  read  0.03  to  0.06. 
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contact  NME. 
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BOOK  REVIEWS 

Continued  from  page  449 

I was  taken  by  one  definition  of  “autoimmune.” 
(“The  only  thing  I know  that  is  autoimmune  is 
the  local  drunk  who  staggers  across  the  street  to 
the  bar  three  times  a day  and  doesn’t  get  hit  by 
a car.”) 

They  even  mentioned  Lyme  Arthritis. 

This  book  will  never  replace  Beeson  or  Harri- 
son’s, but  as  the  authors  point  out:  “There  is  no 
heavier  burden  than  a great  potential” — Linus 
Van  Pelt  (Peanuts). 

James  H.  Newman,  M.D. 
«£  % & 

WILDERNESS  MEDICINE,  by  William  V.  Forgey, 

M.D.,  Indiana  Camp  Supply,  Inc.,  Pittsboro,  In- 
diana, 1979.  124  pp.  Price  $5.95,  paperback. 

This  medical  guide  is  written  for  “the  many 
expedition  leaders  and  woodsmen  heading  into 
isolation  from  medical  care.”  It  is  designed  to 
be  studied  before  leaving  civilization  and  then  to 
be  a lightweight  traveling  companion  (it  only 
weighs  six  ounces)  as  a reference.  Bill  Forgey 
insists  much  preparation  and  TRAINING  (his 
emphasis)  in  first  aid  and  medical  care  are  neces- 
sary prior  to  wilderness  exploration.  His  book 
without  preparation  will  not  suffice. 

Dr.  Forgey  has  devised  over  many  years  a 
prescription  and  nonprescription  medical  kit  for 
backpackers.  The  kit  contents  are  printed  on 
water  resistant  paper  intended  for  removal  and 
travel  with  the  kits.  The  prescription  kit  is  de- 
signed for  those  with  first-aid  training  and  a 
physician  sympathetic  to  an  outing  club  philoso- 
phy. 

Forgey’s  discussions  are  dear,  easy  to  read, 
and  succinct.  Briefness  in  medicine,  however,  often 
leaves  one  open  to  criticism.  The  following  state- 
ment is  such  an  example:  “For  a serious  abdomi- 
nal infection,  suoh  as  appendicitis,  it  would  pay 
to  carry  Cleodn  150  mg  capsules  (20  each)  to 
be  used  instead  of  the  EES  400.”  Certainly, 
much  controversy  exists  over  the  use  of  Cleocin 
by  physicians  in  a hospital,  let  alone  by  a non- 
medical  backpacker  in  the  wilderness. 

Dr.  Forgey  dispenses  with  laceration  care, 
including  suturing  and  anesthesia,  in  five  and  one- 


half  pages.  Such  narration  and  illustrations  will 
benefit  the  experienced  novice,  but  may  be  dan- 
gerous for  the  true  beginner. 

Wilderness  Medicine  is  a good  reference  to 
personalize  the  medical  care  suggestions.  But 
don’t  you  dare  show  this  book  to  any  medical 
school  professors  blinded  by  an  ivory  tower  in- 
clination. 

John  E.  Hocutt,  Jr.,  M.D. 
«£  % % 

THE  NAILS  IN  DISEASE,  3rd  Edition,  by  Peter  D. 
Samman,  M.A.,  M.D.,  R.C.P.,  Year  Book  Medical 
Publishers,  Inc.,  Chicago,  1980.  197  pp.  Illus. 

This  excellent  book,  first  published  in  1965, 
has  already  gone  through  three  editions  and  was 
reprinted  in  1980.  The  author  is  on  the  staff 
of  St.  John’s  Hospital  for  Diseases  of  the  Skin 
in  London,  an  outstanding  center  for  clinical  and 
research  dermatology. 

There  are  171  photographs  and  four  color 
plates  of  diseased  nails.  These  pictures  must 
have  been  chosen  with  great  care.  They  are  the 
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main  feature  of  the  book.  They  are  so  clear  that 
one  can  visualize  the  disease  process  by  just  look- 
ing at  the  pictures.  The  text  is  well  written,  but 
the  pictures  alone  tell  the  story. 

This  easy-to-read  book  first  gives  in  detail  the 
anatomy  and  physiology  of  the  normal  nail,  fol- 
lowed by  the  principal  nail  symptoms,  and  then 
the  diseases  of  the  nail.  There  are  chapters  on 
many  dermatological  conditions:  fungus  and  bac- 
terial infections,  tumors,  impaired  peripheral  cir- 
culation, deformities  due  to  trauma,  disorders 
associated  with  or  attributable  to  other  general 
medical  conditions,  and,  finally,  developmental 
anomalies. 

The  therapy  is  most  recent  with  the  author’s 
opinion  of  what  he  has  found  best.  The  bibli- 
ography is  ample  with  references  to  the  English 
and  American  journals  published  in  the  1960s 
and  1970s.  This  book  is  highly  recommended 
to  all  who  are  interested  in  the  diagnosis  and 
treatment  of  diseases  of  the  nail. 

Lawrence  Katzenstein,  M.D. 

A PRIMER  OF  WATER,  ELECTROLYTE  AND  ACID- 
BASE  SYNDROMES,  by  Emanuel  Goldenberger, 
Lea  and  Febiger,  Philadelphia,  1980.  472  pp.  Illus. 
Price  $18.50. 

This  unique  book,  now  an  its  sixth  edition,  uses 
an  approach  to  the  subject  different  from  other 
works  on  this  material.  Disorders  of  body  fluids 
and  electrolytes  are  examined  from  the  standpoint 
of  a physical  chemist,  rather  than  a renal  physi- 
ologist. Minimal  background  in  renal  physiology 
is  needed  to  understand  the  book,  but  the  reader 
must  enjoy  using  numbers.  Complementing  this 
background  in  basic  scientific  principles  is  a 
wealth  of  relevant  clinical  material. 

All  of  the  common  electrolytes  and  acid-base 
abnormalities  are  described,  along  with  specifics 
of  treating  both  the  immediate  dysfunction  and 
the  underlying  diseases.  The  author  includes 
much  of  his  personal  approach  to  routine  fluid 
therapy  with  much  editorial  comment  concerning 
what  he  believes  to  be  common  errors  in  the  use 
of  fluids  in  medical  and  surgical  patients.  He  also 
describes  the  available  solutions  used  in  fluid 
therapy. 
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This  edition  contains  chapters  on  intravenous 
hyperalimentation  and  peritoneal  dialysis  which 
are  interesting  but  incomplete.  A chapter  on 
pediatric  fluid  therapy  might  have  been  a more 
useful  addition.  The  text  is  often  difficult  to  grasp, 
but  so  is  the  subject.  However,  this  book  would 
be  a good  review  and  reference  for  all  physicians 
who  treat  hospitalized  patients  and  write  orders 
for  intravenous  fluids. 

Lawrence  M.  Markman,  M.D. 

«£  % V* 

PUBLIC  RELATIONS  IN  THE  EMERGENCY  DEPART- 
MENT, by  Cyril  T.M.  Cameron,  M.D.,  Robert  J. 
Brady,  Co.,  Bowie,  Maryland,  1980.  126  pp.  Price 
$14.95. 

As  Emergency  Medicine  has  matured  as  a spe- 
cialty, its  literature  has  been  devoted  to  problems 
involving  clinical  situations,  problems  relating  to 
physicians’  interests,  and  the  interface  between 
Emergency  Medicine  and  other  specialties.  Dr. 
Cameron  has  now  put  into  form  and  shape  guide- 
lines for  conduct  by  the  Emergency  Department 
staff. 


SNOWMASS/VAIL 
"MEP"  SKI  SEMINAR 

On  Management  Enrichment  for  the 
Health  Professional 

SKI  SNOWMASS,  COLORADO 
the  week  of  December  19,  1981 
or  the  week  of  March  20,  1 982 
OR  SKI  VAIL,  COLORADO 
the  week  of  February  20,  1 982 

Seminars  conducted  by  noted  doctors  and 
management  specialists  to  enrich  your  life. 
Seminars  comply  with  IRS  rules  to  make  trip 
expenses  deductible  for  doctor  and  spouse. 

For  brochure  and  lodging  information  contact 

M.  E.  P. 

An  Education  Corporation 

906  Cooper  Avenue 
Glenwood  Springs,  Colorado  81601 
(800)  525-3402 


FOR  SALE: 

DOCTOR'S  OFFICE 
AND  HOME  IN 
NEW  CASTLE'S 
HISTORIC 
COMMERCE  AREA. 


Patterson-Schwartz  Realtors  is  offering  this  his- 
toric home  and  doctor’s  office  for  sale  at  212 
Delaware  Street. 

The  office  portion  includes  a waiting  room, 
nurse’s  station,  consultation  room,  examining 
room,  dressing  room,  lab,  library  and  powder 
room. 

The  main  house,  circa  1719,  is  three-storied  and 
has  large  rooms,  four  fireplaces  and  backs  to 
Battery  Park.  It  may  be  used  as  a residence  or 
as  an  inn,  antique  shop,  etc. 


To  see  this  fine  property  at  your  convenience, 
or  for  more  information,  call 

Ellen  C.  Peden,  GRI,  CRS 
328-9414  Office  328-8681  Residence 


Patterson  5chw§rtz 

Realtors 

JONNIE  ENGLAND 

913  DELAWARE  AVENUE  656  3141 

WILMINGTON,  DELAWARE  19806 
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I have  had  the  pleasure  of  knowing  Dr.  Cam- 
eron for  years  and  have  heard  him  speak  on  this 
subject  several  times.  One  does  not  have  to 
agree  with  each  and  every  point  he  makes  to 
recognize  the  essential  value  of  the  message  con- 
tained in  his  spoken  and  written  words.  He  is 
a down-to-earth,  practical,  patient-treating  em- 
ergency physician  and,  therefore,  has  the  creden- 
tials to  author  this  book. 

I found  the  book  to  be  well  organized  and  easy 
to  read.  I cannot  think  of  any  phase  of  emergency 
practice  he  did  not  address,  pointing  out  pitfalls 
and  the  occasional  shortcomings  of  the  staff. 
Most  of  his  advice  is  excellent,  and  in  those  few 
areas  with  which  I might  take  issue  (eg,  whether 
or  not  parents  should  be  allowed  to  be  present 
when  a child  is  being  sutured)  the  matter  is  clearly 
one  of  personal  opinion. 

I believe  this  book  is  a significant  contribution 
whioh  should  be  carefully  read  and  taken  to  heart 
by  every  person  who  works  in  an  Emergency 
Department. 

Ben  Corballis,  M.D. 
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NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
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avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
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215-879-0900 
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CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 
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571-5639 
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Newark 
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THE  PEDIATRICIAN’S  ROLE  IN  GENETIC  HYPERUPIDEMIAS 


Margo  M.  Schleman,  M.D.,  is  a member  of 
Pediatric  Cardiology  of  the  Department  of  Pedi- 
atrics of  Jefferson  Medical  College.  This  paper  is 
an  adaptation  of  her  report  to  the  Wilmington 
Medical  Center  on  December  10,  1980. 

Hyperlipidemia  is  present  when  either  serum 
triglyceride  or  cholesterol  is  elevated.  Triglyceride 
is  composed  of  a glycerol  molecule  attached  to 
three  fatty  acid  chains  which  vary  in  length.  When 
the  bonds  between  the  carbon  atoms  of  the  chains 
are  single,  the  fatty  acids  are  saturated;  when  the 
bonds  are  double  or  triple,  the  fatty  acids  are  un- 
saturated. Cholesterol  is  a large  molecule  com- 
posed of  a series  of  carbon  rings. 

Neither  triglyceride  nor  cholesterol  travel  free 
in  the  plasma;  they  are  transported  attached  to 
aggregates  of  protein  and  phospholipids.  There 
are  four  major  lipoprotein  particles  which  can  be 
identified  by  density,  size,  and  electrophoretic 
charge. 

The  largest  and  least  dense  is  the  chylomicron. 
The  next  in  size  is  the  very  low  density  lipoprotein 
(VLDL),  or  prebeta  lipoprotein.  The  next  in 
size  is  the  low  density  lipoprotein  (LDL),  or 
beta  lipoprotein.  The  last  is  the  high  density 
lipoprotein  (HDL),  or  alpha  lipoprotein  which  is 
the  most  dense  particle. 

If  we  look  at  these  particles  by  size  and  con- 
tent, we  see  that  the  large  chylomicrons  are  com- 
posed chiefly  of  triglyceride.  LDL  have  relatively 
more  cholesterol;  HDL  are  mostly  protein  and 
phospholipid  with  some  cholesterol  and  little  tri- 
glyceride. 

Turbidity  of  the  serum  is  determined  by  which 
lipoprotein  particle  is  increased.  Serum  is  milky 


when  chylomicrons  are  increased,  turbid  when 
VLDL  are  elevated,  and  clear  when  LDL  are  ele- 
vated. 

In  1967  Fredrickson  classified  five  genetic  hy- 
perlipidemias.  Type  II  or  hyperbetalipoproteinemia 
(elevated  LDL)  is  the  one  which  has  been  most 
clearly  shown  to  be  associated  with  atherosclero- 
tic heart  disease.  Along  with  hypertension,  dia- 
betes, and  smoking,  hyperbetalipoproteinemia  ap- 
pears to  be  a major  risk  factor  for  coronary  artery 
disease,  as  found  by  large  epidemiologic  studies 
such  as  in  Framingham,  Massachusetts,  and  the 
Muscatine  study.  Of  interest  to  pediatricians  is 
that  a disproportionate  number  of  the  children  of 
patients  with  a history  of  heart  attack  have  ele- 
vated serum  cholesterol  levels,  thus  demonstrat- 
ing a positive  family  history  of  atherosclerosis  and 
a risk  for  a child  of  that  family  to  have  hypercho- 
lesterolemia. When  elevated  serum  cholesterol 
is  associated  with  atherosclerosis,  there  is  evidence 
that  lowering  the  cholesterol  level  can  promote  re- 
gression of  atherosclerosis. 

Atherosclerotic  lesions  have  been  produced  in 
monkeys  by  feeding  them  cholesterol-rich  diets 
and  increasing  their  serum  cholesterol  levels  to 
700  mg/dl.  At  autopsy  these  monkeys  had  sig- 
nificant coronary  artery  lesions.  The  coronary 
artery  lesions  in  nonsacrifioed  monkeys  could  be 
made  to  regress  if  the  monkeys  were  then  fed 
low  cholesterol  diets. 

By  means  of  femoral  arteriograms,  in  1979  Dr. 
Peter  Kuo  from  New  Jersey  Medical  College  dem- 
onstrated in  humans  a regression  in  atherosclerotic 
lesions  in  nine  out  of  25  patients  when  their  serum 
cholesterol  was  reduced  from  330  mg/dl  to  286 
mg/dl. 
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What  does  all  this  mean  to  the  pediatrician? 

For  years  pathologists  have  been  telling  us  that 
atherosclerosis  begins  in  childhood.  Holman  re- 
ported in  1959  that  he  was  able  to  identify  fatty 
streaks  in  the  aorta  even  below  the  age  of  three 
years.  Early  changes  in  the  coronary  arteries 
were  found  by  the  second  decade. 

By  themselves  fatty  streaks  are  harmless  and 
reversible.  However,  progression  can  occur  as 
more  lipid  is  deposited  in  the  vessel  wall,  accom- 
panied by  vascularization  and  fibrosis,  which  then 
leads  to  plaque  formation.  This  process  can 
take  many  years  so  that  some  children  may  de- 
velop the  early  stages  of  atherosclerosis  but  will 
not  present  clinically  with  coronary  artery  disease 
until  some  three,  four,  or  five  decades  later. 

Children  at  rngh  risk  for  premature  atherosclero- 
sis can  be  identified  by  taking  a complete  family 
history,  which  includes  a history  of  early  myo- 
cardial infarotion  or  stroke  in  a male  less  than 
50  years  of  age  or  a female  less  than  60  years  of 
age.  Information  regarding  the  cholesterol  levels 
in  the  adult  members  of  the  family  is  also  elicited. 
If  there  are  positive  answers,  the  child  should 
have  a lipid  screening,  cholesterol  and  triglyceride 
measurements  after  a 16  hour  fast.  If  the  results 
are  normal,  the  test  should  be  repeated  during 
adolescence. 

If  the  cholesterol  is  elevated,  an  HDL  and  LDL 


should  also  be  measured.  Normal  cholesterol  in 
a child  is  less  than  200  mg/dl.  Normal  trigly- 
ceride is  less  than  100  mg/dl.  Some  children 
will  have  borderline  levels  but  fall  into  the  normal 
range  on  a repeat  sample.  If  the  cholesterol  level 
is  consistently  above  200, 1 recommend  a diet  low 
in  cholesterol  and  high  in  polyunsaturated  fats. 
Total  daily  cholesterol  intake  should  be  less  than 
250  mg.  Diet  has  been  shown  to  lower  cholesterol 
levels  by  15  to  20%. 

If  despite  diet  therapy  cholesterol  remains 
greater  than  300  mg/dl,  I prescribe  cholestyramine 
(Questran,  Mead  Johnson,  or  Colestid,  Upjohn), 
a nonabsorbable  powder  which  binds  cholesterol 
in  the  gastrointestinal  tract.  I start  at  five  grams 
b.i.d.  and  increase  to  ten  grams  t.i.d.,  if  necessary. 
This  will  lower  the  cholesterol  an  additional  15  to 
20%. 

Children  with  very  high  cholesterol  levels  rep- 
resent a more  difficult  situation  which  may  be 
unresponsive  to  both  diet  and  cholestyramine. 
These  children  deserve  to  be  seen  by  a specialist 
dealing  with  hyperlipidemias  who  may  want  to 
consider  multiple  drug  therapy,  a surgical  pro- 
cedure to  divert  the  normal  enterohepatic  recircu- 
lation of  cholesterol  salts  secreted  in  the  bile,  or 
continuous  plasma  exchange  treatments.  These 
latter  cases  are  unusual;  fortunately  for  the  phy- 
sician taking  care  of  the  child  with  mildly  elevated 
serum  cholesterol  levels,  diet  and/or  cholestyra- 
mine therapy  is  usually  successful. 
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DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


QUALITY  ASSURANCE  AND  UTILIZATION  REVIEW  EXAMINATION  FOR 
PHYSICIANS  will  be  given  Friday,  October  23,  1981,  at  the  Peachtree  Plaza  Hotel, 
Atlanta,  Georgia.  Contact:  J.  Shue  Hamman,  M.D.,  Medical  Director,  ABQAURP,  601 
East  Simpson  Street,  Mechanicsburg,  Pennsylvania  17055;  (717)  697-1153. 

The  University  of  Washington  School  of  Medicine  will  hold  a course  entitled,  “MUL- 
TIPLE SCLEROSIS:  RESEARCH  AND  TREATMENT,”  October  23-24,  1981,  at  the 
University  of  Washington,  Seattle,  Washington.  Speakers  include  Jonas  E.  Salk,  M.D., 
and  Robert  J.  Slater,  M.D.  The  course  meets  the  criteria  for  9.5  credit  hours  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  AM  A and  is  acceptable  for  9.5  prescribed 
hours  by  the  American  Academy  of  Family  Physicians.  Contact:  University  of  Wash- 
ington School  of  Medicine,  Division  of  Continuing  Medical  Education,  Seattle,  Wash- 
ington 98195;  (206)  543-1050. 

The  Amerioan  Academy  of  Allergy  will  be  holding  a regional  Continuing  Medical  Edu- 
cation meeting  entitled,”  ALLERGY  AND  IMMUNOLOGY  FOR  THE  CLINICIAN,” 
October  30-31,  1981,  at  the  Hyatt  on  Hilton  Head  Island,  South  Carolina.  This  clinical 
course  is  for  pediatricians,  internists,  and  family  practitioners  with  an  interest  in  al- 
lergy. The  course  has  been  approved  for  14  credit  hours  for  Category  I of  the  Physi- 
cian’s Recognition  Award.  Contact:  A.  J.  Kimber,  American  Academy  of  Allergy,  611 
East  Wells  Street,  Milwaukee,  Wisconsin  53202;  (414)  272-6071. 

The  Medical  Society  of  Delaware  is  sponsoring  a seminar  entitled,  “PROBLEM  DIAG- 
NOSES IN  NEONATAL  MORTALITY,”  which  will  be  held  October  10,  1981,  at 
the  Delaware  Academy  of  Medicine  Building.  Contact:  The  Medical  Society  of  Dela- 
ware, (302)  658-7596. 

The  Medical  Society  of  Delaware  is  sponsoring  a program  on  LIABILITY  INSUR- 
ANCE RISK  MANAGEMENT.  The  program  will  be  held  October  17,  1981,  at  the 
Academy  of  Medicine  Building.  Contact:  The  Medical  Society  of  Delaware,  (302) 
658-7596. 

The  Delaware  Academy  of  Family  Physicians  is  sponsoring  a series  of  courses  which 
will  be  held  each  Wednesday,  September  16-November  18,  1981.  If  you  are  interested 
in  attending  any  of  the  lectures,  contact:  Delaware  Academy  of  Family  Physicians, 
1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  (302)  658-7596. 

The  second  annual  HEALTH  REPORTING/RADIO-TV  CONFERENCE  has  been 
scheduled  for  October  29-31,  1981,  at  the  Hyatt  Regency  in  Fort  Worth,  Texas.  Con- 
tact: Office  of  Public  Relations,  AMA,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 

The  University  of  Health  Sciences/The  Chicago  Medical  School  is  presenting  a seminar 
entitled,  “CHOOSING  AND  USING  A COMPUTER  SYSTEM  IN  A PRIVATE 
MEDICAL  PRACTICE.”  The  seminar  has  been  approved  for  16  CME  credits  in  Cate- 
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gory  I of  the  Physician’s  Recognition  Award.  The  seminar  will  be  held  Ootober  16-17, 
1981,  at  the  Hyatt  Regency  in  Chicago,  Illinois,  and  December  4-5,  1981,  at  the  Omni 
in  Atlanta,  Georgia.  Contact:  Connie  Scott,  Seminar  Coordinator,  The  Chicago  Medical 
School,  One  Chapman  Road,  Burlington,  Illinois  60109;  (302)  683-2066. 

The  American  Medical  Association,  in  cooperation  with  the  American  Correctional 
Health  Services  Association,  will  sponsor  its  FIFTH  NATIONAL  CONFERENCE  ON 
MEDICAL  CARE  AND  HEALTH  SERVICES  IN  CORRECTIONAL  INSTITU- 
TIONS at  Chicago’s  Marriot  Hotel,  Ootober  30-31,  1981.  Contact:  B.  Jaye  Anno,  Direc- 
tor, Department  of  Correctional  Activities,  AMA,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610. 

The  National  Institutes  of  Neurological  and  Communicative  Disorders  and  Stroke  is 
the  lead  sponsor  of  a National  Institutes  of  Health  Consensus  Development  Conference 
on  COMPUTER  TOMOGRAPHY  SCANNING  OF  THE  BRAIN,  to  be  held  at  the 
National  Institutes  of  Health  on  November  4-6,  1981.  For  program  information 
contact:  Dr.  Michael  D.  Walker,  Director,  Stroke  and  Trauma  Program,  (301)  496- 
2581.  For  administrative  information,  contact:  Mr.  Peter  Murphy,  Prospect  Associates, 
11325  Seven  Locks  Road,  Suite  220,  Potomac,  Maryland  20854,  or  call:  (301)  983- 
0535. 

The  Georgia  Academy  of  Family  Physicians  is  offering  'the  following  courses:  PRI- 
MARY CARE  UPDATE  (125  CME  hours)  and  INFECTIOUS  DISEASES  AND  THE 
PRIMARY  CARE  PHYSICIAN  (50  CME  hours) . GAFP  courses  have  been  reviewed 
and  are  acceptable  for  A AFP  prescribed  CME  credit  hours  and  AMA  Category  I.  For 
further  information  about  these  and  other  GAFP  home  study  courses,  call:  (404) 
321-7445,  or  write:  GAFP  Educational  Foundation,  Suite  235,  11  Corporate  Square, 
Atlanta,  Georgia  30329. 

A CME  program  entitled,  BEHAVIORAL  MEDICINE  AND  PRIMARY  CARE  IN 
THE  80s,  will  be  presented  by  Professional  Institutes  and  the  University  of  South 
Carolina  School  of  Medicine,  December  4-11,  1981,  in  Honolulu,  Hawaii.  The  course 
is  approved  for  16  credit  hours  of  AMA  Category  I of  the  Physician’s  Recognition 
Award  and  approved  for  16  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  For  information,  contact:  feri  McClain,  Administrative  Assistant,  USC 
School  of  Medicine,  Office  for  Academic  Affairs,  Columbia,  South  Carolina  29208, 
or  call:  (803)  777-7470. 

The  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR,  sponsored  by  the  Dela- 
ware Chapter  of  the  American  Academy  of  Pediatrics,  will  be  held  Friday,  November 
6,  1981,  at  the  Delaware  Academy  of  Medicine.  This  continuing  medical  education 
offering  meets  the  criteria  for  six  credit  hours  in  Category  I of  the  Physician’s  Recogni- 
tion Award  of  the  AMA.  To  register,  contact:  The  Delaware  Academy  of  Medicine, 
1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  (302)  658-3166. 

A conference  sponsored  by  the  University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston  is  entitled  CANCER  1981/2001 — AN  INTERNATIONAL  COL- 
LOQUIUM. The  conference  will  be  held  November  10-14,  1981,  at  the  Shamrock 
Hilton  Hotel,  Houston,  Texas.  The  conference  marks  the  10th  anniversary  of  the 
National  Cancer  Program.  Contact:  Lisa  Long  or  Joan  Chin  at  (713)  792-3030;  or 
write:  The  University  of  Texas  System  Cancer  Center  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Texas  Medical  Center,  6723  Bertner  Avenue,  Houston,  Texas  77030. 

The  FIFTH  INTERNATIONAL  SYMPOSIUM  ON  PREVENTION  AND  DETEC- 
TION OF  CANCER  will  be  held  in  Sao  Paulo,  Brazil,  on  May  16-20,  1982.  For  in- 
formation, abstracts,  brochures,  contact:  Medical  Congress  Coordinators,  1212  Avenue 
of  Americas,  New  York,  New  York  10036,  or  call:  (212)  840-0110. 
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American  College  The  American  College  of  Emergency  Physicians  is  holding  its  1981  Scientific  Assembly, 
of  Emergency  September  14-17,  1981,  at  the  Marriott  Hotel,  New  Orleans,  Louisiana.  For  informa- 
Physicians  tion,  contact:  1981  Scientific  Assembly,  ACEP,  P.O.  Box  61911,  Dallas,  Texas  75261, 
or  call:  (214)  659-0911. 


AAFP  Annual  The  American  Academy  of  Family  Physicians  will  hold  its  33rd  ANNUAL  SCIEN- 
Scientific  Assembly  TIFIC  ASSEMBLY,  September  21-24,  1981,  in  Las  Vegas,  Nevada.  For  further  in- 
formation, contact:  Bill  DeLay,  Director  of  Communications,  AAFP,  1740  West  92nd 
Street,  Kansas  City,  Missouri  64114. 


AAFP  Scientific  The  1981  Amerioan  Academy  of  Family  Practitioners  Invitational  Scientific  Congress 
Congress  will  be  held  in  KAUAI,  HAWAII,  September  24-Ocober  1,  1981.  For  travel  services 
and  information,  contact:  Group  Travel  Services,  6340  Glenwood,  Cloverleaf  Building 
No.  7,  Overland  Park,  Kansas  66202. 


Introduction  to 
Medical  and 
Scientific 
Illustration 


Steven  P.  Gigliotti,  Associate  in  Medical  Art,  Harrison  Department  of  Surgical  Re- 
search, University  of  Pennsylvania  School  of  Medicine  will  be  offering  a course  entitled, 
INTRODUCTION  TO  MEDICAL  AND  SCIENTIFIC  ILLUSTRATION  at  the  Dela- 
ware Art  Museum.  The  class  will  meet  on  Wednesday  mornings  from  10:00-12:00, 
September  16  to  December  16,  1981,  and  February  3 to  May  12,  1982.  The  tuition  fee 
for  each  semester  is  $80  for  nonmembers  and  $70  for  members  of  the  Museum.  Con- 
tact: Diane  B.  Stillman,  Curator  of  Education,  Delaware  Art  Museum,  2301  Kent- 
mere  Parkway,  Wilmington,  Delaware  19806,  (302)  571-9590. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5'/*%  Interest  and  Regular  Checking. 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  S300  is  required  If  your 
balance  falls  below  $300.  there  s a $3  00 
service  charge  for  that  month.  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


t=J 

An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674-32  I 4 • 9th  &.  Tatnall  Sts  . Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond  A 
Craylyn  Shopping  Centers  and  Dover.  Delaware 


N.O.W.  INTEREST  CHECKING 


Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  N O W.  interest 
checking  actount  is  all  about.  With  an 
average  monthly  deposit  of  $500,  your 
Artisans'  N O W.  account  pays  you  5'/.% 
interest  per  annum,  (Compounded  daily  to 
yield  5.47%.  If  your  balance  falls  below 
$500,  there's  a $3  00  service  charge  for 
that  month.  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations. 

RRTfSflnS’ 

SHVinos  BHnh 

Member  F D I C 

Banking  the  Way  You  Need  It 
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Conference  on 
Continuing  Medical 
Education  for  State 
Medical 
Associations  and 
Specialty  Societies 


The  American  Medical  Association’s  NINTH  ANNUAL  CONFERENCE  ON  CON- 
TINUING MEDICAL  EDUCATION  FOR  STATE  MEDICAL  ASSOCIATIONS 
AND  SPECIALTY  SOCIETIES  will  be  held  October  1-2,  1981,  at  the  Knickerbocker, 
Walton  Place  and  North  Michigan  Avenue,  Chicago.  The  Conference  will  consider 
continuing  medical  education  topics  of  interest  and  concern  to  the  AMA  constituent 
state  medical  association  and  national  specialty  society  leadership.  Special  interest 
sessions  will  be  scheduled.  Registration  is  limited  to  three  individuals  from  each 
association  and  society.  For  further  information,  contact:  Michael  I.  Gannon,  Ph.D., 
Acting  Director,  Department  of  Continuing  Medical  Evaluation,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610,  (312)  751-6000. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
ofFice,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  ELIGIBLE  ALLERGY/IMMUN/INTERN- 
1ST  seeks  practice  opportunity  in  Delaware.  For 
further  information,  contact:  Medical  Society  of 
Delaware.  Telephone:  (302)  658-3957. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves, • laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1”  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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CONTROLLING  DRUG  ABUSE 


The  Council  on  Scientific  Affairs  of  the  Ameri- 
can Medical  Association  recently  adopted  a reso- 
lution regarding  drug  abuse  which  was  introduced 
by  the  Florida  Delegation.  The  body  of  the  reso- 
lution included  a review  of  four  major  ways  in 
which  drug  abuse  is  perpetuated  by  physicians’ 
prescriptions. 

1.  The  willful  and  conscious  misprescribing  of 
controlled  substances  by  physicians  for  drug  abuse 
purposes,  and  usually  for  profit.  These  are  the 
“ script  doctors .”  This  type  of  prescribing  is  done 
by  physicians  who  are  culpable  and  who  should 
be  prosecuted  to  the  full  extent  of  the  law.  It  is 
my  opinion  that  we  have  very  little  of  this  in  Dela- 
ware, but  should  such  a problem  arise  with  any 
physician,  I am  confident  that  appropriate  steps  to 
stop  it  could  and  would  be  taken. 

2.  Inappropriate  prescribing  by  physicians  who 
unwittingly  acquiesce  to  insistent  demands  by  pa- 
tients for  medication.  These  are  the  “< duped  doc- 
tors.” Typically  in  these  cases,  drugs  are  pre- 
scribed in  excessive  amounts  or  for  longer  periods 
than  necessary.  The  result  can  be  the  initiation 
or  perpetuation  of  drug  abuse  or  drug  dependence 
in  the  patient,  or  diversion  of  the  drug  to  other 
persons  for  abuse  purposes.  It  is  probable  that 
among  our  many  prescription- writing  physicians 
we  have  some  who  could  be  considered  duped 
doctors.  Certainly  most  of  us  at  one  time  or  an- 
other have  been  fooled  by  a patient  who  was  al- 
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ready  abusing  drugs,  but  about  whose  motives  we 
were  insufficiently  suspicious.  Care  in  choosing 
doses  and  limiting  quantities  is  an  important  habit 
for  all  careful  prescribes. 

3.  Uninformed  prescribing  by  physicians  who  have 
not  kept  abreast  of  new  developments  in  pharma- 
cology and  drug  therapy.  These  are  the  “ dated 
doctors.”  In  addition  to  excessive  amounts  and 
time  periods,  drugs  can  be  prescribed  for  condi- 
tions that  do  not  warrant  chemotherapy  or  that 
might  better  be  treated  by  other  drugs.  The  num- 
erous opportunities  in  Delaware  for  continuing 
medical  education  allow  us  little  excuse  to  become 
dated  doctors.  Two  major  drugs  prescribed  by 
dated  doctors  are  amphetamines  and  methaqua- 
lone;  there  are  many  who  feel  that  the  prescribing 
of  these  particular  pharmaceutical  agents  is  hardly 
ever  warranted. 

4.  Self-prescribing  and  administration  by  physi- 
cians who  themselves  are  drug  abusers  or  are  drug 
dependent.  These  are  “impaired  doctors”  who  are 
in  need  of  treatment  and  who  may  have  to  have 
their  licenses  to  practice  restricted  or  suspended. 
The  Medical  Society  of  Delaware  is  fortunate  to 
have  an  active  Impaired  Physicians  Program,  ably 
chaired  by  Dr.  Robert  T.  Beattie.  The  Committee 
has  made  brochures  available  to  all  physicians’ 
offices  and  homes,  hospitals  and  nursing  homes 
throughout  the  state,  the  Delaware  Board  of  Nurs- 
ing, and  the  Delaware  State  Osteopathic  Medical 
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Society.  In  general,  the  Committee  feels  that  al- 
though the  number  of  referrals  has  been  few, 
the  Impaired  Physicians  Program  has  had  a posi- 
tive effect  by  acknowledging  and  dealing  with 
problems  in  this  area. 

Other  problems  related  to  drug  abuse  include 
prescription  “kiting,”  ie,  altering  the  quantity  pre- 
scribed so  that  a larger  amount  than  was  intended 
is  obtained,  as  well  as  forging  prescriptions,  usually 
on  stolen  blanks.  Careful  writing  and  cautious 
storage  are  effective  preventive  measures  against 
such  behavior. 

As  drug  abuse  is  a major  problem  in  today’s 
society,  all  of  us  who  write  prescriptions  need  to 
be  on  guard  against  becoming  duped,  dated,  or 
impaired. 

Robert  W.  Frelick,  M.D. 


DELAWARE 

NUCLEAR  MEDICINE,  INC 


DIAGNOSTIC  and  THERAPEUTIC 
NUCLEAR  MEDICINE 
NUCLEAR  CARDIOLOGY 
STRESS  STUDIES 

SUITE  102,  1 PIKE  CREEK  CENTER 
WILMINGTON,  DELAWARE  19808 
(302)  999-7640 


Meed  Storage  Space? 

Because  of: 

□ NO  FILE  CABINET  SPACE 

□ OLD  MEDICAL  RECORDS 

□ OLD  X-RAY  FILES 

CALL  THE  PROFESSIONALS  IN  SELF-SERVICE  STORAGE 

SEABOARD 

NEWARK  AREA  WILMINGTON  AREA  DOVER  AREA 

737-5558  328-1101  678-0433 

ACCESSIBLE  7 A.M.  TO  8 P.M.  7 DAYS  A WEEK 
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MEDICAL  SQOTfF $F  DELAWARE 

192nd  >4tllfea#EETING 
November  20  and  21,  1981 


PROGRAM 


November  20,  1981  HOUSE  OF  DELEGATES 

Delaware  Academy  of  Medicine  Building 
1925  Lovering  Avenue 
Wilmington,  Delaware 

10:00  A.M.  REFERENCE  COMMITTEES 

12:00  P.M.  LUNCHEON 

1 : 30  HOUSE  OF  DELEGATES 

November  21,  1981 
Hotel  du  Pont,  Wilmington 


SPOUSES’  PROGRAM 
9:15  A.M. 

Buses  leave  Hotel  du  Pont  for  a morning  trip  to  the  Alfred  I.  du  Pont  Institute. 
Afternoon  tour  of  Nemours  Mansion  also  available. 

PRAYER  BREAKFAST 

Christina  Room 

7:15  A.M.  BREAKFAST 


SCIENTIFIC  SESSION 


8:15 

9:00 

9:10 

9:15 

10:00 

10:45 

11:15 


du  Barry  Room 

REGISTRATION— EXHIBITS— Foyer  and  Gold  Ballroom 
PHYSICIANS’  ART  EXHIBIT— du  Barry  Room 

CALL  TO  ORDER 

Robert  W.  Frelick,  M.D.,  President,  Medical  Society  of  Delaware 

Report  of  the  House  of  Delegates,  Joseph  F.  Kestner,  Jr.,  M.D.,  Secretary,  Medical 

Society  of  Delaware 

INTRODUCTION  OF  SCIENTIFIC  PROGRAM 
Mustafa  Oz,  M.D.,  Chairman,  Program  Committee 

DIAGNOSTIC  APPLICATION  OF  COMPUTERS 

Jack  D.  Myers,  M.D.,  University  Professor  (Medicine),  University  of  Pittsburgh 

COMPUTERS  IN  MEDICINE:  MEDICAL  PRACTICE  MANAGEMENT 
Charles  E.  Schlager,  M.D.,  and  David  D.  Schlager, 

Family  and  Community  Health  Associates,  York,  Pennsylvania 

INTERMISSION— VISIT  EXHIBITS 
COMPUTERS,  TODAY  AND  TOMORROW 

John  Raganati,  Ph.D.,  Chief,  Systems  Component  Division,  Institute  of  Computer  Sci- 
ence and  Technology,  National  Bureau  of  Standards,  Washington,  D.C. 
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12:00  P.M.  INTERMISSION 
12:30  LUNCH— Gold  Ballroom 


2:00 


2:45 


3:30 


6:30 

7:30 


STRESSES  IN  MEDICINE 

Robert  S.  Eliot,  M.D.,  Professor  of  Medicine,  University  of  Nebraska  College  of  Medi- 
cine; Chairman,  Department  of  Preventive  and  Stress  Medicine  and  Director,  Cardio- 
vascular Center,  University  of  Nebraska  Medical  Center,  Omaha,  Nebraska 

EXERCISE  PHYSIOLOGY— THE  THIRD  FORCE  IN  THE  TREATMENT  OF 
DISEASE 

George  A.  Sheehan,  M.D.,  Department  of  Electrocardiography  and  Stress  Testing,  River- 
view  Hospital,  Red  Bank,  New  Jersey;  Medical  Editor,  Runner's  World 

SHARKS  AND  SURVIVAL 

Perry  W.  Gilbert,  Ph.D.,  Director  Emeritus,  Mote  Marine  Laboratories,  Sarasota, 
Florida 

ADJOURNMENT 

As  an  organization  accredited  for  Continuing  Medical  Education,  the  Medical  Society 
of  Delaware  certifies  that  this  Continuing  Medical  Education  offering  meets  the  criteria 
for  414  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association. 

The  program  has  been  reviewed  and  is  acceptable  for  414  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

DINNER  DANCE 

Gold  Ballroom 

COCKTAILS  (Cash  Bar) 

ANNUAL  BANQUET 

INVOCATION— Chaplain  Marlene  Walters 
PRESENTATION  OF  AWARDS— Robert  W.  Frelick,  M.D. 

DANCING—  The  Hi  Liters 


Vi  Vi  Vi 

PROGRAM  COMMITTEE 

Mustafa  Oz,  M.D.,  Chairman  Robert  L.  Meckelnburg,  M.D. 

Henry  R.  Cowell,  M.D.  Roger  B.  Rodrigue,  M.D. 

Lanny  Edelsohn,  M.D.  Filomeno  T.  Viloria,  M.D. 

PHYSICIANS’  ART  EXHIBIT 

James  T.  Metzger,  M.D.,  Chairman  Mark  G.  Cohen,  M.D. 

John  W.  Barnhart,  M.D.  Floyd  S.  Cornelison,  Jr.,  M.D. 

Basilio  N.  Bautista,  M.D.  Jeffry  I.  Komins,  M.D. 


SCIENTIFIC  EXHIBITS 

Robert  Curtis  Knowles,  M.D.,  Coordinator 
Vi  Vi  MS 

IN  TRIBUTE 

At  the  House  of  Delegates  meeting  the  Medical  Society  of  Delaware  will  pay  tribute  to  the  following 
physicians  who  graduated  from  medical  school  50  years  ago. 

Edward  M.  Bohan,  M.D.  Edmund  G.  Laird,  M.D. 

Laurence  L.  Fitchett,  M.D.  Harold  A.  Tarrant,  M.D. 
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HEALTH  SCREENING 

Foyer 

Health  Screening  (CBC,  SMA-12,  Urinalysis)  for  physicians  and  their  spouses,  compliments  of 
PROFESSIONAL  CLINICAL  LABORATORIES 

% M«  MS 


SCIENTIFIC  EXHIBITS 

Gold  Ballroom 


Computerized  Obstetrical  Record 
William  G.  Slate,  M.B.,  Ch.B.,  M.S., 
Nieva  T.  Duque-Salva,  M.D. 
Wilmington  Medical  Center 
The  DIMER  Program 
E.  Wayne  Martz,  M.D. 
Wilmington  Medical  Center 
Identification  of  Speech  and  Hearing 
Problems  in  Children 
Elizabeth  M.  Craven,  M.D. 

Qary  E.  Fallon,  M.A. 
Wilmington  Medical  Center 


Lead  Poisoning  Prevention 
Elizabeth  M.  Craven,  M.D. 

Elmer  F.  Fantazier,  M.D. 

Louella  Metzger,  R.N. 
Wilmington  Medical  Center  and  Division  of 
Public  Health,  State  of  Delaware 

Video  Disk-Computer  Education  at  the 
Wilmington  Medical  Center 
E.  Wayne  Martz,  M.D. 
Wilmington  Medical  Center 


MS  MS  MS 

TECHNICAL  EXHIBITS 

Foyer 


Abbott  Laboratories 
Aetna  Life  & Casualty  Co. 

Ames  Division,  Miles  Laboratories,  Inc. 

Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 
Boehringer  Ingelheim  Ltd. 

Brittingham,  Inc. 

Brotherston  Hospital  Supply  Co. 

Burroughs  Wellcome  Co. 

Dean  Witter  Reynolds  Inc. 

Delaware  Army  National  Guard 

Delaware  Medical  Laboratories,  Inc.  (Medlab) 

Diacon  Systems  Corporation 

Division  of  Public  Health,  State  of  Delaware 

The  Doctor’s  Bag 

Dodson  Insurance  Group 

Eldercare  Convalescent  Services/Molter  Associates 
Encyclopaedia  Britannica 
Endo  Laboratories,  Inc. 

Subsidiary  of  E.  I.  duPont  de  Nemours  & Co.  (Inc.) 
Exercise  of  Delaware,  Inc. 

GEIGY  Pharmaceuticals 
McNeil  Laboratories 


Medical  Technology  Fund,  Inc./PRO  Services,  Inc. 
Merck  Sharp  & Dohme 
John  G.  Merkel  & Sons,  Inc. 

Miles  Pharmaceuticals 
J.  A.  Montgomery,  Inc. 

Pennsylvania  Hospital  Insurance  Company/ 
Pennsylvania  Casualty  Company 
Pfizer  Laboratories  Division 
Profesco  of  Delaware 
Professional  Clinical  Laboratories 
The  Purdue  Frederick  Company 
Riker  Laboratories,  lnc./3M 
Rios  Medical  and  Respiratory  Products,  Inc. 

A.  H.  Robins  Company 
Roche  Laboratories 
Ross  Laboratories 
Safeguard  Business  Systems 
Sandoz  Pharmaceuticals 

Stuart  Pharmaceuticals/Division  of  ICI  Americas  Inc. 
The  Upjohn  Company 
Wyeth  Laboratories 


MS  MS  MS 

GRANTORS 

The  Medical  Society  of  Delaware  gratefully  acknowledges  the  assistance  of  the  following 

in  the  presentation  of  the  program: 

Aetna  Life  and  Casualty  Co.  Endo  Laboratories,  Inc. 

Casualty  Reciprocal  Exchange/  Eli  Lilly  and  Company/Dista  Products  Company 

Member  Dodson  Insurance  Group  A.  H.  Robins  Company 

E.  I.  duPont  de  Nemours  & Co.  (Inc.)  Smith  Kline  & French  Laboratories 


We  wish  to  thank  PROFESSIONAL  CLINICAL  LABORATORIES  for  their  support  in  the  printing  of  the  program. 
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We  make  office 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 


Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 


To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

18002929525 

We’re  ready  to  help. 

Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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PSYCHOPATHOLOGICAL  EFFECTS  OF  RESTORING 
HEALTH  IN  PATIENTS  WITH  CHRONIC  DISEASE 


Abraham  Freedman,  M.D. 


Doctors  have  always  assumed  that  successful 
medical  and  surgical  treatment  not  only  improves 
the  condition  for  which  it  was  designed,  but  also 
leaves  the  patient  in  a better  functional  state  and 
in  a happier  frame  of  mind.  This  assumption  is 
usually  correct.  However,  psychiatrists  occasion- 
ally see  a person  who  has  had  an  excellent  result 
as  judged  by  the  attainment  of  the  somatic  treat- 
ment goal  but  who  has  psychological  difficulties 
directly  related  to  the  change  brought  about  by 
the  treatment. 

These  patients  can  be  divided  into  two  groups. 
The  first  consists  of  patients  who  expected  more 
from  the  treatment  than  it  was  possible  to  provide. 
The  second,  more  paradoxically,  suffers  because 
remarkable  improvement  in  their  organic  condi- 
tion disrupted  a biological  adaptation  to  an  illness 
which  was  present  for  a long  time.  My  thesis  is 
that  the  illness  was  a factor  in  the  development  of 
intrapsychic  structures.  Cure  of  the  illness  sud- 
denly places  a burden  upon  these  psychological 

Dr.  Freedman  is  Clinical  Professor  of  Psychiatry,  Department 
of  Psychiatry  and  Human  Behavior,  Jefferson  Medical  College, 
Philadelphia. 


mechanisms  before  other  adaptive  mechanisms  are 
formed. 

I shall  first  present  clinical  examples  of  each 
group,  using  the  data  to  illustrate  my  diesis,  and 
then  suggest  inferences  which  can  be  drawn  from 
the  data. 

The  first  group  of  patients,  those  who  are  dis- 
satisfied with  the  results  of  successful  treatment, 
has  long  been  with  us.  Orthopedists  and  plastic 
surgeons  find  such  complaints  a constant  bugaboo 
in  their  practice. 

CASE . 1 

Childhood  Poliomyelitis 

A young  lady  about  20  years  old  was  treated 
on  the  Orthopedic  Service.  She  had  a pretty  face 
and  a beautiful  body  from  the  hips  up.  She  had 
suffered  from  poliomyelitis  as  a child.  One  leg 
was  more  affected  than  the  other.  Using  braces 
and  other  appliances,  she  had  been  able  to  go 
through  the  public  schools  without  attending  spe- 
cial classes.  In  late  adolescence,  one  of  the  ortho- 
pedists who  had  followed  her  in  the  orthopedic 
clinic  for  many  years  beoame  very  interested  in 
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muscle  transplantation.  He  believed  he  could 
give  her  considerable  improvement  in  her  more 
severely  affected  leg  by  splitting  and  transplanting 
one  of  her  healthier  muscles.  During  her  hos- 
pitalization for  a series  of  surgical  procedures, 
she  was  a most  cheerful  and  cooperative  patient 
and  was  indeed  the  darling  of  the  attending  and 
nursing  staff  as  well  as  of  the  medical  students. 
The  surgical  results  were  mechanically  excellent. 
She  then  began  a course  of  physical  rehabilitation 
with  reportedly  good  results.  After  several  months, 
she  became  depressed  and  was  referred  to  the 
Psychiatric  Otupatient  Service.  As  her  depression 
deepened,  she  began  to  be  uncooperative  with  the 
physiotherapeutic  regimen. 

In  the  psychiatric  clinic,  she  appeared  very  de- 
pressed and  apathetic.  She  seemed  to  be  beyond 
despair.  She  wanted  to  die.  This  condition  had 
begun  with  the  realization  that  she  was  achieving 
the  maximal  expected  improvement.  Whenever 
she  would  complain  to  the  surgeons  about  having 
expected  more,  they  would  point  out,  usually  by 
using  percentages,  how  much  improvement  she 
had  had  in  muscle  strength,  walking  ability,  and 
freedom  from  crutches.  They  began  to  chide  her 
for  being  unappreciative  and  for  expecting  too 
much. 

Psychiatric  interviews  disclosed  the  nature  of 
her  disappointed  expectations.  Although  she  had 
difficulty  walking  or  standing  all  during  her  child- 
hood, her  idealized  fantasy  of  herself  was  as  a 
ballet  dancer.  The  gracious  good  humor  with 
which  she  accepted  assistance  and  sympathy  from 
others  was  the  outward  derivative  of  her  fantasy 
of  being  acclaimed,  admired,  and  loved  as  a beau- 
tiful dancer.  This  fantasy  was  both  a gratification 
of  several  drives  (exhibitionism,  sexual  and  ro- 
mantic love)  and  a defense  against  the  pain  of 
poor  self-image  and  frustration  of  pleasure  brought 
on  by  her  crippling  illness.  For  many  years,  her 
fantasies  had  a life  of  their  own  without  connection 
to  her  real  world,  and  there  was  no  danger  of  a 
promise  of  fulfillment  that  could  lead  to  frustration 
and  despair.  The  muscle-splitting  and  transplant 
operations  signaled  for  her  a prediction  that  her 
fantasies  could  come  true.  She  had  an  excellent 
result,  but,  of  course,  she  could  never  be  a dancer. 
Her  rage  at  her  doctors,  whom  she  saw  as  carriers 
of  false  promises,  could  gain  no  reasonable  satis- 
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faction.  She  was  left  with  despair  and  finally 
apathy. 

Her  fantasies  had  become  a source  of  disap- 
pointment and  were  no  longer  helpful  to  her  psy- 
chological functions.  The  changes  in  her  per- 
sonality and  behavior  which  occurred  as  she  be- 
came a bitter,  disappointed  young  woman  caused 
her  to  lose  friends.  She  had  a break  with  her 
boyfriend,  which,  unfortunately,  occurred  be- 
tween psychiatric  visits.  We  learned  later  that 
he  had  returned  to  her  apartment  a few  days  after 
their  argument  to  find  her  dead  from  an  overdose 
of  sedatives. 

One  hears  similar  stories  from  those  who  have 
treated  patients  of  plastic  surgeons.  The  shy, 
repressed  young  man  with  the  big  nose  may  subsist 
sexually  on  romantic  fantasies  for  years,  but  his 
rhinoplasty  unconsciously  means  to  him  that  he 
will  have  a perfect  penis  and  an  aphrodisiacal 
aura  will  emanate  from  him  which  will  attract  all 
his  fantasized  love  objects  to  his  bed.  Rage,  de- 
pression, and  even  a paranoid  reaction  can  follow 
the  rhinoplasty.  Rather  than  curing  his  sexual 
conflicts,  the  accentuation  of  the  fantasies  can 
intensify  the  conflicts,  and  the  rationalized  defense 
of  the  big,  ugly  nose  is  no  longer  available  to  ex- 
cuse his  inhibitions. 

The  patients  described  above  have  bad  effects 
from  interference  with  the  drives  and  defenses  of 
their  fantasy  systems.  Their  surgeries  were  effec- 
tive but  could  not  realistically  fulfill  their  wishes. 
Such  patients  have  been  known  to  medicine  for 
centuries. 

The  kind  of  patient  who  has  recently  intrigued 
me  is  a development  of  what  we  might  call  “mira- 
cle medicine.”  Such  an  individual  has  had  a 
severe  disease  since  childhood.  His  normal  de- 
velopmental sequences  were  altered  by  the  illness 
so  that  psychological  structures  bearing  the  im- 
print of  the  illness  have  become  firmly  fixed.  When 
the  course  of  the  illness  is  markedly  altered  or  the 
disease  cured  by  modem  treatment,  the  individual 
is  restored  to  a state  of  health  which  he  has  never 
experienced.  There  are  now  self  and  social  ex- 
pectations for  adaptations  and  behaviors  which 
have  never  been  learned  and  of  which  he  is  not 
capable.  Sometimes  the  illness  has  resulted  in 
the  selection  of  a mate  or  reactions  expected  from 
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others  which  are  not  compatible  with  a state  of 
health. 

CASE.  2 

Rheumatic  Heart  Disease 

A woman  who  had  rheumatic  fever  in  child- 
hood and  was  left  with  chronic  valvular  heart  dis- 
ease had  managed  to  finish  business  college  and 
was  working  as  a secretary  in  a big  city.  She  was 
bright  and  talented,  but  her  recurring  invalidism 
and  easy  fatigability  kept  her  from  a professional 
or  artistic  career  for  which  she  might  have  been 
otherwise  suitable.  Her  life  was  limited  and  her 
pleasures  were  few. 

In  seeking  consolation  and  nontaxing  social  con- 
tact, she  turned  to  the  church  where  she  met  an 
assistant  pastor  in  oharge  of  the  young  peoples’  ac- 
tivities. They  became  good  friends  and  he  became 
very  helpful  to  her.  If  she  had  a respiratory  infec- 
tion and  had  to  rest  in  bed,  he  would  phone  and 
drop  in  at  her  apartment  to  see  how  she  was.  As 
she  was  frequently  sick  and  had  periods  of  lack  of 
energy,  he  began  to  do  her  shopping  when  she 
could  not  go  out  or  clean  her  apartment  when  she 
was  tired.  She  was  appreciative  both  of  his  caring 
for  her  and  his  pleasant,  optimistic  personality. 
They  married.  He  was  appointed  the  educational 
director  of  a large  congregation  and  began  to  take 
courses  leading  to  a doctorate.  Despite  her  ill- 
ness and  against  her  cardiologist’s  advice,  she 
wanted  to  have  a baby.  The  pregnancy  was 
stormy,  but,  with  her  husband’s  support,  she  got 
through  it.  The  delivery  was  taxing,  and  she  came 
home  as  a cardiac  cripple  with  her  baby.  Her 
husband  cooked  the  meals,  allowed  her  to  stay 
in  bed  whenever  she  tired,  cleaned  the  house,  and 
cared  for  the  baby.  If  he  had  had  breasts,  he 
would  have  nursed  it.  He  sterilized  the  bottles, 
made  the  formula,  fed  the  baby,  and  was  always 
the  one  who  got  up  at  night.  She  remained  in  a 
state  of  recurring  partial  cardiac  decompensation. 

When  their  baby  was  about  one  year  old,  the 
first  open  heart  surgery  was  done  in  the  city  where 
they  lived.  Feeling  she  had  nothing  to  lose,  she 
became  one  of  the  first  patients  to  have  a repair 
of  rheumatic  mitral  stenosis  . After  a stormy  and 
life-threatening  course  which  included  a postsur- 
gical  psychosis,  she  had  a magnificent  functional 
result.  She  returned  home  determined  to  do  well 
all  those  things  she  had  never  been  able  to  do. 


One  was  to  be  the  perfect  housewife  and  mother. 

Her  principal  obstacle  was  her  husband;  he 
would  not  come  out  of  the  kitchen.  She  now 
wanted  to  be  loved  and  admired  as  a woman 
instead  of  being  cared  for  like  a child;  her  husband 
was  adequate  only  in  his  mothering  role.  He  had 
neglected  his  education  to  care  for  her,  but  now 
did  not  try  to  get  back  to  work  and  finish  his  doc- 
toral thesis.  He  did  not  want  to  relinquish  the 
care  of  their  child  to  her,  and  childcare  and  house- 
hold tasks  became  a source  of  violent  arguments. 

She  became  an  embittered  woman.  The  phy- 
sical effect  of  the  heart  surgery  was  all  that  she 
could  have  wished  for,  but  the  effect  on  her  life 
was  devastating.  Still  she  clung  to  her  husband, 
because  her  years  of  forced  dependency  had  ad- 
dicted her  to  a clinging  attitude  even  though  she 
no  longer  physically  needed  it.  Also,  she  felt 
considerable  guilt  over  no  longer  loving  this  man 
who  she  felt  had  saved  her  life  and  nurtured  her 
for  many  years.  She  fluctuated  between  states 
of  depression  and  the  behavior  of  an  angry,  em- 
bittered woman.  It  took  years  of  psychotherapy, 
both  for  her  and  her  husband,  before  her  psycho- 
logical state  was  restored  to  the  level  it  had 
reached  while  she  was  in  her  physically  sick  con- 
dition. 

CASE.  3 

Chronic  Renal  Failure 

Another  example  is  that  of  a young  man  who 
had  chronic  nephritis  from  age  five  with  kidney 
failure  in  his  early  20s.  He  was  the  recipient  of 
a successful  kidney  transplant  at  age  25.  Before 
the  kidney  transplant,  he  had  developed  an  anxiety 
neurosis  for  which  he  was  treated  psychothera- 
peutically  with  a good  result.  After  the  trans- 
plant, although  the  operation  was  successful,  his 
neurotic  condition  grew  worse. 

His  psychoanalysis,  begun  a year  after  kidney 
transplant,  has  given  us  the  opportunity  to  study 
in  depth  the  paradoxical  phenomenon  of  psycho- 
pathology exacerbated  by  the  restoration  of  physi- 
cal health.  When  first  seen  for  evaluation  for 
psychoanalysis,  he  was  in  college  but  uncertain 
as  to  his  future  career.  He  was  receiving  Social 
Security  disability  payments  and  was  fearful  that 
his  benefits  might  be  discontinued  after  the  suc- 
cessful operation.  He  was  having  overt  anxiety 
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attacks  and  was  phobic  for  traveling,  bridges,  and 
high  places.  He  was  also  troubled  by  an  obsessive 
thought  that  he  might  strangle  his  mother  or  stab 
her  with  a kitchen  knife.  He  felt  sexually  im- 
potent, although  he  had  had  sexual  experience 
before  the  operation.  He  had  fears  of  hurting 
women  he  felt  close  to. 

In  the  beginning  of  the  analysis,  he  recalled 
many  of  his  early  childhood  experiences  when  he 
was  first  hospitalized.  He  had  been  subjected 
to  two  surgical  procedures,  probably  biopsies,  and 
many  physical  procedures  such  as  venipunctures, 
finger  sticks,  enemas,  and  repeated  examinations. 
Interspersed  with  these  experiences  were  the  pleas- 
ures of  being  cared  for  and  handled  by  the  nurses 
and  secret  voyeuristic  gratification  of  looking  at 
the  other  children  as  they  were  exposed  during 
various  procedures. 

As  his  mother  had  visited  him  frequently,  al- 
most always  without  his  father,  his  oedipal  fan- 
tasies were  structured  by  hospital  experiences  and 
contained  sadomasochistic  elements.  The  pas- 
sivity necessitated  by  his  illness  became  an  im- 
portant defense  against  rape  and  castration  anx- 
iety. For  example,  he  had  sexual  fantasies  about 
a nurse,  believed  that  she  belonged  to  one  of  the 
doctors,  feared  that  the  doctor  would  harm  him 
physically  if  the  doctor  knew  what  his  thoughts 
were,  felt  rage  at  the  doctor,  wished  to  harm  the 
doctor,  feared  he  would  be  harmed  by  the  doctor 
because  of  his  wishes,  and,  finally,  would  panic 
when  the  doctor  approached  him  with  an  instru- 
ment. The  nurse  would  have  to  hold  him  and 
comfort  him.  If  he  lay  quietly  in  her  arms  he 
would  feel  sexual  arousal,  castration  anxiety  for 
the  feeling,  conflict  over  his  sensual  feelings  and 
wishes,  and,  finally,  passive  submission  to  the 
medical  procedure  as  a way  of  resolving  the  con- 
flictual  situation.  The  entire  complex  became 
eroticized,  and  he  got  gratification  from  the  fan- 
tasy, the  threat,  the  closeness  to  the  nurse,  and 
the  passive  surrender.  His  fear  of  the  doctor  was 
reexperienced  in  the  transference  in  the  analysis, 
but  his  wish  for  passive  surrender  to  the  doctor 
was  also  reexperienced  and  formed  a derivative  of 
homosexual  fantasies,  which  were  repugnant  to 
him.  All  of  this  material  was  developed  in  the 
usual  psychoanalytic  manner  by  free  association, 
dream  material,  and  transference  manifestations. 


After  the  patient’s  return  home  from  his  first 
hospitalization,  the  fact  of  his  illness  modified 
the  oedipal  situation.  As  he  was  not  allowed  to 
exert  himself  by  walking  the  stairs,  his  father 
would  carry  him  downstairs  every  morning  and 
upstairs  in  the  evening.  While  he  had  a fear  that 
his  father  would  purposely  drop  him  on  the  stairs, 
he  also  enjoyed  being  held  by  his  father.  He  re- 
ceived much  more  care  from  his  mother  because 
of  his  invalidism,  and  his  autonomy  in  dressing 
and  toilet  functions  was  delayed. 

His  father,  a strict  disciplinarian  who  threatened 
his  children  with  physical  punishment  and  some- 
times carried  it  out,  would  never  hit  the  patient, 
the  sixth  of  eight  children,  because  he  was  sick. 
In  many  ways  the  patient  had  become  a special 
person:  he  continued  to  need  more  care  from  his 
mother  than  the  other  siblings  even  though  there 
were  two  younger  children  in  the  family.  The  in- 
activity of  his  illness  encouraged  a passive  attitude 
toward  others  as  a way  of  getting  what  he  wanted. 
When  he  returned  to  school  during  a remission  of 
the  illness,  he  sought  to  have  a speoial  relationship 
with  the  teaching  nuns.  He  was  not  as  strong  as 
the  other  boys.  Since  he  was  not  supposed  to 
unduly  exert  himself,  he  was  told  to  be  careful 
at  playtime. 

He  had  several  exacerbations  and  remissions 
of  the  nephritis  during  his  childhood.  Each  re- 
currence encouraged  further  development  of  his 
adaptational  techniques  of  passivity  and  expecta- 
tion of  special  care.  While  he  was  in  remission, 
there  tended  to  be  growth  toward  masculinity  and 
activity,  and  some  suppression  of  his  passive  at- 
titudes of  invalidism,  but  behavior  based  upon 
these  latter  attitudes  tended  to  emerge  in  times 
of  stress  or  anxiety.  During  one  of  his  exacerba- 
tions when  he  was  around  age  ten,  he  was  sent 
home  to  bed  rest  after  a hospitalization  with  the 
implication  that  nothing  more  medically  could  be 
done  for  him.  The  response  of  his  family  to  this 
renewed  threat  to  his  life  was  increased  religious 
devotion  and  faith  healing.  His  mother  obtained 
a church  relic  which  he  was  to  keep  at  his  bed- 
side and  hold  in  his  hands.  As  he  knew  that  the 
bone  of  a deceased  bishop  was  inside,  the  relic 
became  a reminder  of  death.  In  a daily  ritual, 
the  family  prayed  around  his  bed  when  his  father 
came  home.  After  he  recovered  from  this  severe 
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relapse,  the  experience  gave  him  an  expectation 
of  magical  intervention  and  omnipotent  protection. 

During  adolescence,  there  were  strong  develop- 
mental spurts,  both  physically  and  psychologically. 
Despite  his  illness,  he  grew  taller  than  many  of 
his  peers  and  developed  a strong  push  toward 
masculine  activities.  His  father,  probably  follow- 
ing a doctor’s  advice,  had  forbidden  him  to  play 
basketball,  but  he  disobeyed  the  injunction  and 
played  basketball  in  high  school.  His  height  gave 
him  an  advantage,  but  his  endurance  was  poor. 
He  also  liked  to  help  his  mother  in  her  gardening. 
His  father  did  not  want  him  to  overexert  himself 
around  the  house,  but  he  and  his  mother  enjoyed 
working  together.  He  was,  thus,  in  the  paradoxi- 
cal position  of  being  encouraged  to  be  active  by 
his  mother  and  discouraged  by  his  father. 

At  age  17,  he  had  another  relapse;  his  kidney 
function  was  poor.  The  family  doctor  told  him 
that  if  he  continued  to  overexert  himself  and  did 
not  follow  the  prescribed  regimen,  he  would  be 
dead  in  five  years.  He  reacted  with  rage,  defiance, 
and  fear.  His  attempts  to  remain  physically  and 
sexually  active  were  impaired  by  the  fear  that  he 
would  die  if  he  did.  Aggresive  and  sexual  drives 
remained  strong  but  produced  conflict.  His  way 
of  relating  to  his  father  and  brothers  was  by 
gaining  their  help  while  suppressing  all  feelings 
of  rivalry  or  anger.  Consequently,  every  natural 
push  toward  masculinity  and  maturity  caused  a 
countercurrent  of  retreat  and  passivity. 

These  conflicts  appeared  early  in  his  analysis 
as  transference  attitudes.  Although  he  was  seen 
for  a low  fee,  he  feared  that  he  would  be  open 
to  exploitation  by  the  analyst.  He  wanted  to  be 
given  advice  but  was  prepared  to  be  resentful  if 
it  would  happen.  He  had  a fantasy  that  he  was 
the  analyst’s  only  patient  and  that  the  analyst  was 
constantly  thinking  of  him  both  in  and  out  of  the 
sessions.  He  tended  to  become  angry  at  the  be- 
ginning of  every  month  when  it  was  time  to  pay 
the  bill.  He  had  a wish  to  be  treated  for  nothing. 
At  the  same  time,  he  had  a fantasy  that  the  price 
to  be  extracted  for  the  unpaid  part  of  the  treat- 
ment was  to  be  homosexual  submission.  For 
many  months,  these  feelings  were  not  expressed 
directly,  but  were  marked  by  long,  sullen  silences. 
It  became  well  known  to  both  of  us  that  the  long 


silences  at  the  beginning  of  an  hour  indicated  a 
conflictual  fantasy  about  the  analyst,  often  with 
suppressed  rage  and  resentment. 

It  began  to  be  apparent  that  he  resented  the 
analyst’s  expectation  that  the  patient  was  to  be- 
come healthier  as  a result  of  the  treatment.  He 
also  resented  the  fact  that  his  family  now  expected 
him  to  finish  his  education  and  to  choose  a voca- 
tion. Every  advancement  in  the  real  world  be- 
came conflictual  and  was  sometimes  marked  by 
behavior  that  was  difficult  to  understand  outside 
the  analysis.  For  example,  the  patient  success- 
fully completed  all  of  his  required  college  courses. 
On  graduation  day,  while  the  students  were  don- 
ning their  caps  and  gowns  in  the  hall  outside  the 
auditorium,  he  experienced  a panic,  threw  off  his 
robes,  ran  out,  and  went  home. 

He  did  not  know  what  to  do  next  after  gradua- 
tion from  college.  He  believed  that,  as  his  kidney 
disease  would  become  worse,  it  was  no  use  starting 
anything.  His  parents,  especially  his  mother, 
prodded  him  to  make  a decision  to  get  a job  or 
think  about  graduate  school  and  a career.  He 
temporized;  he  taught  in  a school  part-time  and 
did  some  landscape  gardening.  Between  jobs  he 
stayed  home.  In  order  to  get  away  from  the 
pressure  at  home,  he  moved  into  a house  rented 
by  his  older  brother  and  others. 

When  he  began  psychoanalysis  about  one  year 
after  having  a kidney  transplant,  he  was  still  re- 
ceiving public  assistance  and  disability  payments. 
He  did  not  want  to  begin  to  work  for  pay  and 
have  to  give  up  the  money  gifts  from  the  govern- 
ment. He  made  a decision  to  go  to  graduate 
school  to  become  an  ecological  engineer.  For  a 
long  time  he  had  developed  an  interest  in  preserv- 
ing the  purity  of  nature,  being  particularly  con- 
cerned about  pristine  running  water  and  keeping 
streams  free  from  pollution.  These  interests  were 
derived  from  oedipal  fantasies  about  the  virgin 
mother,  as  well  as  from  his  concern  with  the 
health  of  his  bodily  fluids.  His  narcissistic  in- 
terest in  clean  urine  was  projected  into  a social 
concern  for  clean  rivers.  Going  to  graduate 
school  offered  a sublimation  of  deep  personal 
concerns  as  well  as  preparation  for  a c?  ;eer.  At 
the  same  time,  it  allowed  him  to  remain  in  a 
financially  and  socially  dependent  position  and 
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helped  him  to  avoid  facing  the  conflict  over  ac- 
tivity and  passivity. 

In  the  last  year  of  graduate  school,  the  issues 
of  becoming  autonomous  and  preparing  for  an 
independent  career  were  again  troublesome,  caus- 
ing an  interference  with  academic  achievement 
and  procrastination  in  working  on  his  thesis.  At 
this  time  in  the  analysis,  he  would  become  angry 
at  what  he  felt  was  pressure  from  the  analyst  to 
continue  his  studies  and  start  a career  when  we 
were  only  trying  to  analyze  his  academic  prob- 
lems and  procrastination.  He  strongly  resisted 
treatment  and  improvement. 

He  obtained  a good  job  after  graduation,  but  his 
successes  repeatedly  evoked  fears  and  conflicts. 
He  accused  the  analyst  of  forcing  him  to  work 
so  that  the  analyst  could  get  a full  fee.  When  his 
duties  required  traveling,  he  had  a recurrence  of 
the  phobic  reactions;  it  was  especially  difficult  to 
travel  alone.  He  often  felt  that  he  could  not  con- 
tinue his  job,  although  his  work  was  praised  by 
his  superiors.  The  analysis  focused  on  his  fear 
of  success  as  stemming  from  unresolved  oedipal 
issues;  that  is,  activity  and  becoming  a man  led 
to  fear  of  punishment  by  the  oedipal  father,  an 
interpretation  which  turned  out  to  be  incomplete. 
There  was  also  continued  analysis  of  his  tendency 
to  subjugate  himself  to  men  and  secure  their  help. 
He  began  to  go  out  with  women  again,  first  with 
women  having  a connection  to  the  hospital  where 
he  had  his  operation,  and  then  with  others.  After 
considerable  analysis  of  his  sexual  conflicts,  het- 
erosexual potency  was  reestablished. 

It  seemed  that  the  analysis  was  progressing  to 
a satisfactory  termination,  but  the  possibility  of 
its  ending  exacerbated  the  problem  inherent  to 
his  miraculous  restoration  of  health.  It  became 
evident  that  he  secretly  had  never  wanted  the 
analysis  to  end,  and  had  a fantasy  that  the  analyst 
would  be  his  magical  protector  for  the  rest  of  his 
life.  His  analytic  sessions  were  marked  by  silent 
brooding  anger,  interspersed  with  violent  accusa- 
tions that  the  analyst  was  not  doing  what  the 
patient  had  expected.  He  disclosed  that  he  had 
been  following  the  technique  of  free  association 
and  accepting  interpretations  only  to  keep  the  con- 
stant attention  and  care  of  the  analyst.  His  anger 
at  the  analyst  was  associated  with  rage  against  his 


mother,  whom  he  secretly  blamed  for  his  illness. 
If  she  had  been  a good  mother,  he  never  would 
have  become  sick.  Now  he  was  going  to  be 
deserted  by  the  analyst,  just  as  he  had  been 
deserted  by  his  mother.  Termination  of  the  analy- 
sis would  mean  the  destruction  of  his  hope  that 
the  analyst  would  magically  protect  him  from 
death.  He  wanted  to  remain  a dependent  child 
forever. 

Before  the  kidney  transplant,  when  he  was  sick 
without  hope  of  recovery,  he  was  not  expected  to 
give  up  his  caring  parents,  nor  to  become  autono- 
mous and  self-supporting.  The  analysis  was  a 
substitute  support  in  place  of  omnipotent  parents 
after  he  was  supposed  to  start  functioning  like  a 
healthy  man.  The  analysis  of  the  primitive  mother- 
infant  bond,  which  reappeared  in  the  transference 
situation,  occupied  the  final  year  of  analysis.  It 
became  evident  that  his  adaptation  to  life,  begin- 
ning with  the  illness  that  occurred  at  the  height 
of  his  oedipal  period,  was  based  upon  regression 
to  a preoedipal,  passive  position.  The  removal 
of  the  diseased  kidneys  and  successful  trans- 
plantation of  a functioning  kidney  removed  the 
rationale  for  his  previous  mode  of  adaptation,  but 
he  had  not  developed  the  autoplastic  snd  alloplas- 
tic  mechanisms  to  deal  with  his  existence  as  a 
comparatively  healthy  person  in  society.  Al- 
though he  was  still  under  the  follow-up  care  of 
the  nephrologists,  required  studies  of  kidney  func- 
tion every  few  months,  and  took  immunosuppres- 
sant medication,  he  remained  in  a state  of  good 
health  which  he  had  not  anticipated.  In  the 
closing  year  of  his  analysis,  there  was  some  evi- 
dence that  he  had  conflictual  wishes  that  the  neph- 
rologists would  find  evidence  of  kidney  failure. 
An  interesting  datum,  about  which  one  can  specu- 
late unscientifically,  is  that  when  the  termination 
date  of  the  analysis  was  set,  he  developed  moder- 
ate hypertension  and  slightly  impaired  renal  func- 
tion for  a few  weeks.  The  nephrologist  feared  an 
organ  rejection  or  a recurrence  of  the  nephritic 
process  and  was  considering  a biopsy  of  the  trans- 
planted kidney.  But  after  resolution  of  the  con- 
flictual wishes  of  health  and  disease  in  the  analysis, 
the  blood  pressure  returned  to  normal,  the  kidney 
function  improved,  and  no  biopsy  was  done. 

In  this  paper,  we  have  reported  examples  of 
patients  who  were  adversely  affected  psychologic- 
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ally  by  successful  surgical  procedures.  I have 
no  idea  how  often  or  in  what  proportion  of  such 
cases  this  occurs.  As  health  professionals,  we 
presume  that  patients,  as  well  as  physicians,  are 
always  made  happy  by  successful  treatment. 
Whenever  the  presumption  is  incorrect,  we  would 
have  an  unhappy  patient  who  may  proceed  to 
make  his  doctor  unhappy.  Some  doctors,  secure 
in  the  knowledge  of  their  own  competence,  may 
shrug  off  the  patient  left  with  difficulties  as  “just 
one  of  those  nuts.”  Others  might  be  narcissistic- 
ally  wounded  or  confused  by  the  undesirable  out- 
come in  the  patient’s  life. 

We  can  get  two  sets  of  inferences  from  our 
clinical  material.  The  first  is  practical:  we  might 
anticipate  this  type  of  difficulty  and  offer  help  to 
those  patients  who  will  undergo  a procedure  that 
will  alter  a lifelong  behavioral  pattern.  Patients 
and  doctors  may  be  helped  to  consider  the  psycho- 
logical and  interpersonal  alterations  that  are  about 
to  occur. 

The  second  inference  is  a theoretical  formula- 
tion. The  state  of  physical  health  or  disease,  the  in- 
trapsychic reaction  to  these  states,  and  the  social 
reaction  of  others  all  form  feedback  input  into 
the  formation  of  psychological  structures.  I am 
referring  to  “structure”  in  the  sense  used  by  Sand- 
ler and  Joffe,1  which  is  an  update  of  the  famous 
diagram  published  by  Freud  in  The  Interpreta- 
tion of  Dreams.2  All  incoming  stimuli,  however, 
are  modified,  magnified,  belittled,  or  distorted  by 
the  effect  of  already  existing  psychological  struc- 
tures. All  input  can  modify  structure  to  a very 
variable  extent,  but  the  structure  has  a constant 
interpreting  effect  upon  stimuli.  The  output  of 
the  system  is  thereby  seen  not  only  as  a response 
to  stimuli,  but  also  as  a resultant  of  the  manage- 
ment of  the  stimuli  by  the  psychological  structures. 

Psychological  structures  are  built  up  over  time 
and  experience.  Their  output  will  be  ideation, 
affects,  language,  muscular  and  hormonal  activity. 
They  have  a tendency  toward  constancy.  This 
entire  process  can  be  called  adaptation,  as  long 
as  we  understand  that  the  term  includes  respon- 
siveness to  internal  as  well  as  external  input.  Any 
kind  of  relatively  constant  experiential  state, 
whether  psychological,  somatic,  or  social,  will 
historically  determine  the  nature  of  the  psycho- 


logical structures.  These  will  be  observed  as 
personality  patterns,  familiar  affective  discharges, 
modes  of  behavior,  modes  of  expression  of  drives, 
kinds  of  object  choice,  differences  in  ideation, 
cognition,  and  fantasies;  in  short,  all  that  is  human. 
The  earlier  in  life  such  constants  are  established, 
the  more  inflexible  will  be  the  psychological  struc- 
tures which  they  help  to  form. 

One  such  set  of  conditions  is  chronic  disease. 
When  it  begins  early  in  life,  we  can  only  expect 
that  obliteration  of  the  disease  will  markedly 
change  the  expected  inputs  into  the  psychological 
structures  and  necessitate  changed  modes  of  adap- 
tation which  might  or  might  not  be  within  the 
organism’s  capabilities.  As  an  example,  the  pas- 
sive, dependent  solutions  to  problems  necessitated 
by  childhood  illness  might  prove  inadequate  to 
handle  a physically  healthy  adulthood.  In  other 
instances,  when  the  patient  makes  a successful 
adaptational  change  after  treatment,  important 
people  who  have  related  to  the  patient  may  not 
be  able  to  adapt  to  his  change.  This  can  also  put 
increased  stress  upon  the  adaptational  systems  of 
the  recovered  patient.  In  patients  in  whom  their 
fantasy  life  has  formed  an  important  part  of  the 
psychological  structures  by  which  they  cope  with 
the  illness,  the  disturbance  of  their  fantasy  struc- 
ture by  the  treatment  can  have  deleterious  effects. 

It  is  not  the  intent  of  this  paper  to  doubt  the 
efficacy  and  necessity  of  curative  or  life-saving 
medical  procedures.  The  study  of  side  effects  of 
pharmacological  agents  is  not  a negation  of  their 
usefulness,  but  necessary,  because  a knowledge 
of  side  effects  can  enable  us  to  use  the  drugs  with 
a greater  benefit  to  the  patients. 

Likewise,  a knowledge  of  psychological  side 
effects  of  all  aspects  of  medical  treatment  can 
help  us  to  be  better  physicians.  This  is  especially 
true  at  a time  when  the  remarkable  benefits  of 
modern  medicine  and  surgery  on  somatic  path- 
ology might  make  us  neglect  thinking  about  what 
will  happen  to  patients  as  a consequence  of  their 
cure.  Attention  to  the  psychiatric  aspects  of  medi- 
cal procedures  will  add  to  the  well-being  of  the 
whole  patient. 
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YOU’RE  BEING 
OFFERED  A LOT  OF 
CHOICES  THESE  DAYS 


...and  you  owe  it  to  yourself  to  compare! 


Among  the  choices  you  now  have  to  consider  in  purchasing  professional  liability 
insurance  is  coverage  through  Pennsylvania  Casualty  Company.  This  profes- 
sional liability  insurer  is  a member  of  the  PHICO  Group— one  of  the  largest 
specialty  insurance  groups  for  health  care  providers  in  the  country.  Today,  the 
PHICO  Group  provides  coverage  to  over  5,600  physicians. 

You  should  be  looking  at  Pennsylvania  Casualty  Company  if  you’re  interested  in: 

• A specialized  insurance  carrier  offering  broad  coverage  at 
competitive  prices. 

• Professional  service  by  a staff  of  specialists  with  seasoned 
experience  in  the  health  care,  legal,  and  professional  liability 
insurance  fields. 

• A corporate  philosophy  dedicated  to  the  control  and  reduc- 
tion of  the  costs  of  malpractice  insurance,  and  a reduction  in 
the  incidence  of  malpractice  occurrences. 

Professional  liability  coverage  through  Pennsylvania  Casualty  Company  is  now 
being  offered  to  physicians  in  Delaware  on  a claims-made  basis.  We  strongly 
believe  that  the  claims-made  method  provides  more  stability  for  medical  malprac- 
tice insurance  pricing  and  offers  definite  cash-flow  advantages  to  policyholders. 

For  more  information,  contact  your  personal  insurance  agent  or  call  us  directly. 
You  owe  it  to  yourself  to  compare  our  coverage,  price  and  quality! 


© 1981  Pennsylvania  Casualty  Company,  Camp  Hill,  PA 
ALL  RIGHTS  RESERVED 


PENNSYLVANIA  CASUALTY  COMPANY 

P.O.  BOX  53 /CAMP  HILL,  PA  17011 
TELEPHONE  (717)  763-1422 


COLLEAGUES  IN  THE  NEWS 

John  C.  Sewell,  M.D.,  was  given  mention  in 
the  Delaware  State  News  (July  6,  1981)  as  the 
new  Director  of  Kent  General  Hospital’s  emer- 
gency room.  Dr.  Sewell,  a graduate  of  the  Uni- 
versity of  Maryland  Medical  School,  has  spent 
his  entire  career  in  emergency  care. 

Besides  the  day-to-day  pressure  cooker  of  acci- 
dents, heart  attacks,  and  other  trauma  associated 
with  his  trade,  Dr.  Sewell  also  must  face  the 
complications  which  have  resulted  with  the  grow- 
ing number  of  nonemergencies  that  have  invaded 
his  department.  He  hopes  to  convert  the  four 
smaller  examining  rooms  into  a clinic  for  non- 
emergency patients  in  hopes  of  reducing  costs  of 
true  emergencies  and  of  allowing  his  staff  to  key 
on  critical  cases. 

In  spite  of  the  rigors  and  long  hours  he  has  en- 
dured over  his  12  years  in  emergency  medicine, 
Dr.  Sewell  still  enjoys  his  work.  “It  can  get  to 
you  at  times,  but  it’s  rewarding,”  he  said.  “There’s 
never  a doubt  that  what  you’re  doing  is  critical.” 

«£  £ & 

Bruce  W.  Karrh,  M.D.,  and  several  other  col- 
leagues from  chemical  industries  authored  a paper 


entitled,  “Guidance  for  the  Evaluation,  Risk  As- 
sessment and  Control  of  Chemical  Embryo-Feto- 
toxins,”  which  was  published  in  the  Journal  of 
Occupational  Medicine  (1981;  23:397-9).  The 
paper  concluded  that  “by  carefully  applying  the 
same  toxicological  considerations  and  control 
measures  as  are  used  for  other  chemicals  which 
present  different  toxic  hazards,  exposures  of  sus- 
ceptible persons  to  embryotoxins  can  be  prevented 
or  maintained  at  safe  levels  without  unnecessary 
restriction  of  the  opportunity  for  meaningful  em- 
ployment for  any  class  of  persons.” 

% % g 

The  United  States  Department  of  Health  and 
Human  Services  recently  ranked  DELRO  3rd  out 
of  the  182  professional  standards  review  organi- 
zations in  the  nation.  (American  Medical  News, 
July  24,  1981:16).  Points  were  established  foT 
organization  and  program  management,  compli- 
ance and  process,  and  impact  and  potential  im- 
pact. The  purpose  of  the  national  reevaluation 
conducted  last  spring  was  to  establish  a priority 
list  in  the  event  of  Congressional  budget  rescission, 
according  to  HHS. 

William  D.  Johnson,  M.D.  is  President  of 
DELRO,  and  R.  Walter  Powell,  M.D.  is  the 
Medical  Director. 
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Tfoursuit 

is  ready,  doctor” 
said  the  tailoK 


Do  lawsuits  such  as  the  one  dramatized  have  to  happen? 

No,  says  /Etna  Life  & Casualty.  No,  says  the  Medical  Society  of 
Delaware. 

Not  when  you  take  advantage  of  the  educational  tools,  the  claim 
review  panels,  claim  tracking  and  analysis,  and  the  claim  control 
that  make  up  our  Risk  Management  service. 

This  service  was  designed  to  help  you  become  more  aware  of 
and  stay  current  with  the  potential  occupational  and  legal  haz- 
ards of  your  profession. 

Highly  acclaimed,  the  Risk  Management  service  is  a vitally 
important  feature  of  our  total  Professional  Liability 
Program  for  Physicians  & Surgeons. 

Other  features  include:  liability  plus  property 
coverages,  no  Partnership/Corporation  or 
Employed  Physician  surcharges,  a Dividend 
Program  which  may  reduce  your  insurance  costs  t 
24-hour  claim  service  in  your  state,  personal 
service  from  your  local  /Etna  agent,  and  monthly 
or  quarterly  payments. 

If  you’re  not  currently  insured  through  /Etna’s 
Professional  Liability  Program,  sponsored  by 
your  society,  it’s  easy  to  find  out  more  about 
it.  Contact  your  society  or  write  Ken  Pierce, 

/Etna  Life  & Casualty,  P.O.  Box  0,  Suite  104, 

Price  Mill  Building,  Barley  Mill  Plaza, 

4303  Lancaster  Pike,  Wilmington,  DE 
19805.  Or  look  up  your  nearest  /Etna 
agent  in  the  Yellow  Pages. 


LI  FE&  CASUALTY 

*Dividends  cannot  be  guaranteed  prior  to  being  declared  by  Etna’s 
Board  of  Directors. 

The  Standard  Fire  Insurance  Company 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  editorial 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 


OCCUPATIONAL  MEDICINE 

The  last  year  has  presented  many  new  challenges 
to  occupational  medicine.  Three  of  these  issues 
— third-party  access  to  medical  records,  repro- 
ductive hazards  in  the  workplace,  and  chronic 
illnesses  that  could  be  of  occupational  origin — 
will  have  as  much  impact  on  all  aspects  of  medi- 
cine, irrespective  of  specialty,  as  on  the  practice 
of  occupational  medicine. 

OSHA  has  long  been  recognized  as  potentially 
having  a significant  effect  on  the  practice  of  medi- 
cine outside  the  realm  of  occupational  medicine 
and  on  the  physician-patient  relationship.1 

Third  Party  Access  to  Medical  Records 

On  May  23,  1980,  OSHA  published  in  the 
Federal  Register  its  standard  on  access  to  em- 
ployee exposure  and  medical  records.2  The 
agency  states: 

the  fundamental  reasons  for  this  standard 
are  the  agency’s  judgments  based  on  ex- 
perience, expertise,  and  the  rule  making 
record  that  employee  exposure  and  medi- 
cal records  are  critically  important  to  the 
detection,  treatment,  and  prevention  of  oc- 
cupational disease,  and  workers  and  their 
representatives  need  direct  access  to  this 
information  as  well  as  to  analyses  of  these 
records.  Representatives  of  OSHA  also 
need  access  to  this  information  to  fulfill  re- 
sponsibilities under  the  Occupational  Safe- 
ty and  Health  Act. 

To  accomplish  this,  the  regulation  requires  em- 
ployers to  grant  OSHA  access  to  employee  medi- 
cal records  without  the  prior  consent  of  employees, 

Dr.  Karrh’s  editorial,  excerpted  from  the  Journal  of  the  Ameri- 
can Medical  Association,  June  S,  1981,  245:2207-8,  copyright 
1981,  American  Medical  Association,  is  reprinted  here  by  per- 
mission. 


and  to  allow  any  employee  representative  to  re- 
view these  records  if  the  employee  so  requests. 

The  American  Medical  Association,  the  Ameri- 
can Occupational  Medical  Association,  and  the 
American  Academy  of  Occupational  Medicine  all 
expressed  concern  over  the  provision  of  this 
standard  and  its  intrusion  into  the  physician-pa- 
tient relationship.  Of  more  significance,  however, 
was  a provision  that  compromises  the  confidenti- 
ality of  the  medical  records  of  physicians  in  private 
medical  practice,  as  well  as  the  records  of  occu- 
pational physicians.3  The  AM  A House  of  Dele- 
gates passed  a resolution  requesting  judioial  re- 
view of  the  standard.4  Subsequently,  the  AMA 
Board  of  Trustees  approved  an  amendment  to  the 
OSHA  Aot  to  limit  access  to  those  records  re- 
quired to  be  kept  by  the  Act  and  to  limit  to 
licensed  physicians  the  representatives  that  an 
employee  may  designate  for  purposes  of  access.4 

The  Louisiana  Chemical  Association  and  other 
parties  have  petitioned  for  judicial  review  of  this 
standard,  and  a court  decision  is  currently  pend- 
ing. In  the  meantime,  the  standard  is  in  effect. 

The  possibility  that  long-term  illnesses,  such  as 
cancer,  chronic  lung  disease,  and  other  conditions, 
may  be  a result  of  present  or  past  occupational 
workplace  factors  continues  to  be  of  concern  to 
occupational  physicians.  This  has  become  a more 
emotional  than  scientific  issue  and  was  summar- 
ized well  in  the  1979  presidential  address  of  John 
H.  Romani,  Ph.D.,  president  of  the  American 
Public  Health  Association.  Dr.  Romani  stated: 

Hardly  a day  passes  without  some  of  us 
threatening  boycott,  withdrawal,  or  some 
other  sanction  unless  a particular  pc  ition, 
policy,  or  prejudice  becomes  the  accepted 
wisdom.  We  now  speak  to  each  other  in 
ultimatums;  we  listen  to  each  other  hardly 
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at  all.  We  have  compromised  our  capacity 
to  conduct  meaningful  debate  from  which 
can  flow  a sense  of  purpose  and  direction 
in  serving  the  needs  of  the  public’s  health.6 

The  biggest  problems  in  recognition  of  the  re- 
lationship of  the  illness  to  a previous  occupational 
exposure  occur  when  the  patient  does  not  give 
the  physician  a history  of  past  exposure  or  when 
scientific  recognition  of  the  relationship  is  recently 
reported.  Long-term  health  conditions  resulting 
from  previous  occupational  and  environmental 
exposures  are  being  detected.  As  our  technology 
and  ability  to  detect  hazards  improve,  we  will 
recognize  new  health  risks  that  require  special 
protective  measures  and  controls.  We  must  pro- 
vide early  detection  of  potential  occupational  and 
environmental  hazards,  and  we  are  doing  this. 
However,  it  is  essential  that  we  have  the  under- 
standing and  cooperation  of  our  fellow  physicians 
as  we  expand  the  role  and  capabilities  of  physicians 
practicing  occupational  medicine. 

Issues  that  affect  physicians  practicing  occupa- 
tional medicine  are  becoming  increasingly  com- 
plex and  are  beginning  to  create  an  impact  on 
medical  practice  in  other  areas.  There  is  an  in- 
creased need  for  dialogue  to  improve  our  under- 
standing and  cooperation  in  order  to  avoid  the 
situation  described  by  Dr.  Romani. 

Bruce  W.  Karrh,  M.D. 
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MATZ’S  PRINCIPLES  OF  MEDICINE,  Par!  1 

In  1977,  Dr.  Robert  Matz,  a New  York  intern- 
ist, codified  “some  of  the  rules  and  principles  by 
which  the  profession  has  survived  and  operated 
up  to  the  present  time.”1-2  With  his  permission 
we  are  reprinting  some  of  Matz’s  Principles  in 
several  installments.  Ed. 

1.  Life  is  not  a drug-dependent  state.  Patients 

can  get  well  without  antibiotics. 

2.  A.  If  it  is  absolutely  impossible  for  anything 

to  go  wrong,  it  will  anyway.  Trying  to 
correct  it  will  only  make  matters  worse. 

B.  If  anything  can  go  wrong,  it  will. 

C.  When  anything  goes  wrong,  it  does  so  all 
at  once. 

D.  Any  error  that  can  creep  in,  will.  It  will 
always  be  in  the  direction  that  will  do  the 
most  harm. 

E.  When  left  to  themselves,  things  go  from 
bad  to  worse. 

F.  If  two  things  can  go  wrong,  the  worst  one 
will  happen. 

G.  If  something  goes  wrong,  it  will  be  at  the 
most  inconvenient  time.  (Murphy’s  Laws 
of  Medical  Care) 

3.  Because  in  a hierarchy  every  employee  tends 

to  rise  to  his  level  of  incompetence,  in  time, 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES  M 


2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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every  post  tends  to  be  occupied  by  an  em- 
ployee who  is  incompetent  to  carry  out  his 
duties.  Thus,  work  is  accomplished  by  those 
employees  who  have  not  yet  reached  their 
level  of  incompetence.  (Peter  Principle  Corol- 
lary) 

4.  The  more  complicated  one  makes  a treatment, 
the  more  hopelessly  will  it  become  botched. 
(Phineas  P.  Phineagle’s  Law) 

5.  No  hospital  staff  physician  is  totally  worthless; 
he  can  always  be  used  as  a horrible  example. 
(Rumple’s  Rule) 

6.  There  is  no  subject,  however  complex,  which 
if  studied  with  patience  and  intelligence,  will 
not  become  more  complex. 

7.  A committee  is  a group  of  persons  who  hav- 
ing found  a common  objective  meet  periodic- 
ally to  change  it. 

8.  Only  God  can  make  a random  selection. 

9.  An  alcoholic  is  a person  who  drinks  more 
than  his  own  physician.  (Barach’s  Rule) 

10.  It’s  not  a matter  of  life  or  death;  it’s  much 
more  important  than  that.  (Patient’s  rule  con- 
cerning his  own  symptoms) 

11.  The  feasibility  of  an  operation  is  not  the  best 
indication  for  its  performance.  (Lord  Cohen’s 
Aphorism) 

12.  The  availability  of  good  medical  care  tends 
to  vary  inversely  with  the  need  for  it  in  the 
population.  (Hart’s  Inverse  Care  Law) 

13.  If  it  looks  easy,  it  is  tough.  If  it  looks  tough, 
it’s  damn  near  impossible. 
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COPING  WITH  MYOPIA:  YESTERDAY,  TODAY, 
AND  TOMORROW 

The  etiology  of  myopia  is  unclear.  The  deter- 
ministic school  supports  the  genetic  theory:  the 
diopters  are  there  at  conception.  The  free-will 
school  supports  the  environmental  theory,  as  if 
heavy  glasses  come  from  heavy  reading.  The 
pragmatists  support  the  multdfactorial  theory;  a 
little  predisposition,  a little  precipitation,  and  a 
little  perpetuation. 

Treatment  for  myopia  means  glasses  for  most, 
contact  lenses  for  many,  and  an  almost  unbelieva- 
ble range  of  expanding  options  for  the  rest.  Early 
naturalists  suggested  exercises  such  as  blinking, 
eye  rolling,  and  darkening  the  eyes  with  the  palms. 
Others  thought  that  cycloplegia  was  the  answer, 
so  scores  of  children  went  about  atropinized  for 
years.  Then,  hard  contact  lenses  were  touted  to 
prevent  the  progression  of  myopia.  Soon  ortho- 
keratology  was  born,  with  its  claims  that  myopia 
could  be  reversed  by  progressive  changes  in  hard 
contact  lenses.  Now  we  have  a myriad  of  con- 
tact lenses — hard,  soft,  gas  permeable,  toric, 
weighted,  fenestrated,  continuous  wear,  disposable, 
etc.  Then  why  are  so  many  people  still  myopic? 

The  latest  in  this  long  and  distinguished  list  of 
therapies  for  myopia  is  surgery.  For  many  years 
a very  few  ophthalmic  surgeons  have  done  kera- 
tomileusis for  myopia.  This  consisted  of  taking 
off  a thin  slice  of  the  cornea,  freezing  it,  turning  it 
on  a special  lathe  to  change  its  shape,  and  suturing 
it  back  in  place.  A good  deal  of  equipment  and 
back-up  technology  are  obviously  needed  for  this 
procedure. 
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Radial  keratotomy  is  the  latest  in  this  surgical 
approach  to  myopia.  Compared  to  keratomileusis, 
it  is  a relatively  simple  procedure.  Radial  inci- 
sions are  made  in  the  corneal  stroma  in  an  attempt 
to  change  its  shape  and  diminish  the  myopia.  At 
least  one  variation  of  this  procedure  was  done  in 
Japan  many  years  ago.  Unfortunately,  five  to  ten 
years  later  corneal  decompensation  and  edema 
developed  in  the  operated  eyes. 

Radial  keratotomy  is  still  a very  new  pro- 
cedure. The  long-term  value  of  it  has  yet  to  be 
established,  and  the  potential  risks  have  yet  to  be 
weighed.  Animal  studies  have  been  meager,  yet 
media  coverage  and  PR-hype  have  been  heavy. 
In  some  areas  (Wilmington  is  not  one  of  them) 
these  procedures  have  been  carried  out  without 
adequate  study  protocols  and  without  review. 

It  befits  the  responsible  surgeon  to  await  the 
results  of  now-established  national  protocols  be- 
fore moving  too  far  forward  with  radial  kerato- 

tomies. 

Stephen  H.  Franklin,  M.D. 
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THE  PRACTICE  OF  HEMOTHERAPY  AND  THE  REGIONAL 
BLOOD  PROGRAM  IN  DELAWARE 


Lyndall  Molthan,  M.D. 


Component  therapy  has  been  possible  since  the 
early  1960s  when  plastic  bags  became  the  pre- 
ferred blood  containers  instead  of  glass  bottles. 
Plastic  equipment  was  developed  by  the  Navy 
incidental  to  the  Korean  situation.  Double  packs, 
triple  packs,  and  quad  packs,  all  interconnected 
and  airless,  allow  for  separation  of  a unit  of  whole 
blood  into  multiple  components.  By  the  use  of 
multiple  bags,  one  donation  of  whole  blood  can 
provide  one  unit  of  packed  cells  for  the  acute 
or  chronic  anemic  patient,  one  unit  of  platelet 
concentrate  for  the  thrombocytopenic  patient,  one 
unit  of  cryoprecipitate  for  the  hemophiliac,  plus 
one  unit  of  plasma  which  can  be  used  for  the  burn 
patient  or  be  pooled  with  other  units  for  fraction- 
ation into  albumin,  gamma  globulin,  and  other 
plasma  protein  fractions. 

Alternately,  one  unit  of  whole  blood  can  remain 
whole  blood  and  be  given  to  one  patient,  who 
might  or  might  not  actually  need  whole  blood. 

The  real  push  for  component  therapy  came  in 

‘Circulars  are  available  in  the  transfusion  service  laboratories  of 
all  hospitals  and  at  the  Blood  Bank  of  Delaware  offices. 


Dr.  Molthan  is  the  Medical  Director  of  the  Blood  Bank  of 
Delaware,  Inc. 

This  paper  is  an  adaptation  of  Dr.  Molthan’s  presentations  at 
St.  Francis  Hospital  and  Milford  Memorial  Hospital  in  April,  1981. 
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the  1970s  partly  because  of  a tremendous  demand 
for  platelet  concentrates  for  treatment  of  oncologic 
patients.  The  security  blanket  provided  by  the 
availability  of  platelet  concentrates  allowed  for 
very  aggressive  chemotherapy  in  an  attempt  to 
control  or  eliminate  malignancy.  In  the  past,  ag- 
gressive chemotherapy  frequently  led  to  death 
from  hemorrhage  secondary  to  thrombocytopenia. 
Currently,  these  patients  receive  scores,  even  hun- 
dreds, of  platelet  concentrates.  Although  they 
no  longer  bleed  to  death,  some  now  develop  sepsis 
secondary  to  neutropenia,  which  has  forced  blood 
bankers  into  developing  white  blood  cell  concen- 
trates. 

Another  factor  in  the  increased  need  for  com- 
ponents has  been  the  fact  that  patients  with  hemo- 
philia A are  not  dying  in  childhood,  and,  as  they 
grow  older  and  larger,  they  need  larger  doses  of 
Factor  VIII  concentrates,  ie,  cryoprecipitates. 
Hemophiliacs  now  receive  proper  dental  care, 
which  was  formerly  denied  them,  by  the  use  of 
Factor  VIII  concentrate  coverage  for  cental  ma- 
nipulations and  extractions.  Hemophiliacs  also 
require  appendectomies,  orthopedic  surgery  and 
so  forth,  all  accompanied  by  component  therapy. 
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Cryoprecipitates  are  currently  the  only  avail- 
able source  of  fibrinogen  concentrates  needed  to 
save  the  women  with  obstetrical  catastrophies 
(such  as  amniotic  fluid  emboli  and  placental 
abruptions)  leading  to  DIC. 

A regional  blood  center  such  as  the  Blood 
Bank  of  Delaware  must  be  able  to  make  all  the 
components  needed  by  its  patient-community.  A 
patient-community  is  defined  as  all  the  patients 
in  all  the  hospitals  in  the  system.  The  whole  idea 
behind  regional  blood  centers  is  that  it  is  impos- 
sible physically  and  economically  for  each  hospital 
to  do  a complete  job  for  all  of  its  own  patients. 

In  the  State  of  Delaware  most  of  the  heavy 
users  of  blood  components,  such  as  the  cancer 
chemotherapy  patients  and  the  hemophiliacs,  are 
cared  for  at  the  Wilmington  Medical  Center.  Ma- 
jor vascular  surgeries  are  done  at  the  Wilmington 
Medical  Center  and  also  at  the  Kent  General 
Hospital.  Much  orthopedic  surgery  is  done  at 
the  A.  I.  du  Pont  Institute.  All  the  cirrhotics 
seem  to  end  up  at  the  Veterans  Administration 
Hospital.  All  these  patients  are  heavy  users  of 
platelet  concentrates,  Factor  VIII  concentrates, 
and  fresh  frozen  plasma,  the  by-product  of  which 
is  packed  red  cells. 

In  order  for  a regional  blood  center  to  meet  its 
obligation  to  provide  platelets,  Factor  VIII,  and 
plasmas  for  its  patient-community,  it  must  through 
education  convince  physicians  that  packed  red 
cells  rather  than  whole  blood  are  the  treatment 
of  choice  for  most  other  patients.  Otherwise, 
packed  cells  will  become  outdated  and  the  whole 
system  breaks  down.  No  blood  bank,  whether  it 
is  in  a hospital  or  a regional  blood  center,  can 
produce  only  whole  blood  and  still  provide  the 
other  components.  For  one  thing,  there  are 
simply  not  enough  donors,  and  for  another,  donors 
whose  red  cells  are  wasted  are  being  cheated. 

One  of  the  difficulties  in  effecting  component 
therapy  in  a hospital  or  in  a region  served  by  a 
blood  center  has  been  to  convince  surgeons  that 
most  operative  blood  loss  can  be  safely  and  effec- 
tively replaced  with  packed  red  cells  rather  than 
whole  blood.  In  the  1960s  it  was  easy  to  con- 
vince the  internists  that  packed  cells  are  the 
treatment  of  choice  in  chronic  anemias,  as  pa- 
tients with  chronic  anemia  have  normal  blood 
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volumes  and  in  them  whole  blood  causes  circula- 
tory overload.  But  it  has  been  much  harder  to 
convince  the  surgeons,  since,  after  all,  operative 
blood  loss  is  whole  blood  loss  and  replacement 
with  whole  blood  seems  logical.  Surgeons  also 
argue  that  their  patients  need  the  protein  in  the 
plasma  of  whole  blood.  Yet  in  another  form  of 
blood  donation,  plasmapheresis,  a healthy  donor 
can  donate  four  pints  of  blood  a week,  week  after 
week,  as  long  as  he  gets  red  cells  back  each  time. 
The  limiting  factor  on  all  blood  donation  is  red 
cell  production,  not  production  of  plasma  proteins, 
water,  platelets,  or  white  cells. 

Many  patients  undergoing  major  surgery  are 
not  equivalent  to  healthy  donors,  but  many,  es- 
pecially orthopedic  patients,  are  not  very  differ- 
ent. If  the  patient  is  protein  deficient  to  begin 
with,  this  should  be  corrected  preoperatively,  not 
in  the  operating  room,  just  as  the  chronic  anemia 
patient  should  have  his  anemia  corrected  preopera- 
tively and  not  in  the  operating  room.  My  point 
is  that  whether  we  are  dealing  with  a blood  donor 
or  operative  blood  loss,  what  needs  to  be  replaced 
in  most  situations  are  red  cells,  not  plasma  pro- 
teins. In  the  operating  room,  volume  can  be 
replaced  with  electrolytes  and,  in  extreme  cases, 
judicious  use  of  5%  albumin  or  plasma  protein 
products  if  vascular  stability  is  not  otherwise  cor- 
rected. 

At  Temple  University  Hospital,  where  I served 
as  Blood  Bank  Director  for  24  years,  it  took  time 
to  achieve,  but  we  were  eventually  able  to  satisfy 
all  our  surgeons  by  a mix  of  50%  packed  cells 
and  50%  whole  blood  for  all  elective  surgeries 
and  even  for  many  emergency  surgeries.  Often 
the  packed  cells  were  used  and  the  whole  blood 
not  touched.  Cardiac  surgeons  were  the  easiest 
to  deal  with;  orthopedic  and  neurosurgeons  took 
more  effort  to  convince. 

The  theme  in  blood  banking  today  is  coopera- 
tion through  education.  We  have  a National  Blood 
Policy  which  was  signed  into  law  in  1973.  We 
have  the  American  Blood  Commission  which  has 
been  given  the  mandate  to  implement  the  law.  The 
American  Blood  Commission  (ABC)  is  in  the 
private  sector,  if  it  fails,  the  HHS  will  implement 
the  law. 

The  four  goals  of  the  National  Blood  Policy 
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are  supply,  quality,  accessibility,  and  efficiency. 
Regional  blood  centers  such  as  the  Blood  Bank  of 
Delaware  can  handle  the  supply  and  quality  as- 
pects. Accessibility  and  efficiency  require  the  co- 
operation of  each  hospital  in  the  system;  that 
means  cooperation  on  the  part  of  each  physician 
working  in  each  hospital. 

Hemotherapy  is  the  term  used  to  cover  the  use 
of  whole  blood  and  all  blood  components  used  in 
the  treatment  of  patients.  Hemotherapy  is  quite 
different  from  most  other  forms  of  therapy,  for 
it  involves  a complicated  ladder  of  authority  and 
responsibility.  Blood  and  blood  components  are 
legally  considered  drugs,  dangerous  drugs  with 
many  known  adverse  effects.  They  are  also  very 
expensive. 

At  the  bottom  of  the  ladder  is  the  patient,  who 
has  authority  and  responsibility  over  his  or  her 
own  body,  hence  the  need  for  his  or  her  informed 
consent.  Next,  there  is  the  attending  physician, 
who  has  the  ultimate  responsibility  for  his  or  her 
patients.  Then  there  is  the  physician  director  of 
the  hospital’s  Blood  Bank  Transfusion  Service, 
who  has  the  responsibility  for  all  hemotherapy 
within  that  hospital.  The  hospital  Blood  Bank 
Director  must  be  supported  by  an  effective  hos- 
pital Transfusion  Committee.  Next  up  the  ladder 
comes  the  Medical  Director  of  the  regional  blood 
center,  who  has  responsibility  for  all  hemotherapy 
within  that  region.  The  Medical  Advisory  Com- 
mittee of  the  regional  blood  center  must  share  in 
that  responsibility.  There  then  may  be  a level 
of  responsibility  and/or  authority  imposed  by  the 
State  Department  of  Health.  At  the  top  of  the 
ladder,  there  is  the  authority  over  all  of  us,  the 
Bureau  of  Biologies  (BOB)  of  the  FDA  of  HHS. 
Authority  and  responsibility  are  not  synonymous, 
but  whoever  has  responsibility  at  whatever  level 
must  have  authority  or  nothing  works  properly. 

The  hospital  Transfusion  Committee  has  a 
membership  comprised  of  the  physician  prescribers 
of  hemotherapies  (ie,  surgeons,  anesthesiologists, 
internists,  obstetricians,  pediatricians),  and  the 
Blood  Bank  Director. 

This  Committee  has  the  authority  and  responsi- 
bility to  develop  and  implement  rules  and  regula- 
tions, the  internal  hospital  controls.  One  such 
rule  is  that  blood  is  “prescribed,”  not  “ordered” 


or  “requested,”  and  that  automatic  consultation 
by  the  physician  Blood  Bank  Director  is  invoked 
on  all  prescriptions.  The  hospital  Transfusion 
Committee  is  responsible  for  auditing  hemother- 
apy, this  being  a JCAH  requirement.  This  audit 
includes  the  evaluation  of  appropriate  use  of  whole 
blood  versus  components,  amount  of  outdating, 
investigation  of  transfusion  reactions,  and  trans- 
fusion hepatitis  surveillance.  A further  responsi- 
bility of  the  Transfusion  Committee  is  orientation 
of  new  hospital  staff  and  continuing  education 
of  the  staff. 

The  Medical  Advisory  Committee  of  the  re- 
gional blood  center  is  comprised  of  physicians 
from  each  of  the  hospitals:  Blood  Bank  Directors 
and  approximately  an  equal  number  of  attending 
physicians,  surgeons,  oncologists,  internists  and 
so  forth,  the  same  representation  of  prescribers 
that  sit  on  the  hospital  Transfusion  Committees. 
The  purpose  of  the  MAC  is  to  advise  and  assist 
the  blood  center  staff  in  meeting  the  needs  of  its 
patient-community.  Medical  Advisory  Committee 
meetings  also  function  as  educational  encounters 
and  peer  reviews. 

The  ladder  of  responsibility/authority  can  also 
be  evaluated  from  the  aspect  of  knowledge  of  im- 
munohematology and  hemotherapy.  No  one  ex- 
pects the  patients  to  be  well  informed,  although 
some  will  surprise  you.  Attending  physicians 
should  be  more  knowledgeable  than  their  patients, 
but,  unfortunately,  about  12  years  ago  immuno- 
hematology and  hemotherapy  were  being  classified 
as  unessential  material  and  dropped  from  many 
medical  school  curricula.  As  a result,  many  grad- 
uating physicians  know  little  more  than  their  pa- 
tients. Ideally,  physician  directors  of  hospital 
transfusion  services  should  be  more  knowledgeable 
about  hemotherapy  and  immunohematology  than 
most  attending  physicians,  but  the  vast  majority 
of  hospitals  in  this  country  have  one  or  more  path- 
ologists who  are  assigned  the  responsibility  not 
only  for  anatomical  pathology  but  also  for  the 
clinical  laboratories.  Many  have  had  less  than 
adequate  training  in  clinical  pathology;  still  fewer 
have  had  any  formal  training  in  immunohema- 
tology  and  hemotherapy  during  their  residencies. 
Special  training  in  immunohematology  and  hemo- 
therapy is  of  very  recent  origin  and  is  available  in 
only  a few  centers.  Very  few  hospitals  in  this 
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country  have  the  luxury  of  fulltime,  well  trained 
physician  Blood  Bank  Directors. 

Next  up  the  ladder  is  the  Medical  Director  of 
the  regional  blood  center  who,  in  order  to  func- 
tion, must  be  more  knowledgeable  than  the  hos- 
pital physicians,  but  no  one  knows  everything. 

Hemotherapy  and  immunohematology  are  com- 
plex and  everchanging;  research  and  development 
are  continual.  There  is  another  group  of  pro- 
fessionals, the  medical  technologists,  whom  cur- 
rent education  has  not  bypassed.  The  medical 
technologists  and  the  Specialists  in  Blood  Banking 
(SBB)  have  been  receiving  the  education  denied 
medical  students.  While  medical  technologists 
cannot  practice  medicine,  they  are  a valuable 
source  of  expertise;  it  is  silly  for  physicians,  what- 
ever their  rank  or  title,  not  to  communicate  and 
consult  with  them. 

The  ladder  of  authority/responsibility  can  lead 
to  discussions,  disagreements,  controversies,  even 
confrontations.  The  attending  physician  may  re- 
quest, order,  or  demand  a blood  component  that 
is  actually  contraindicated  or,  if  made  available, 
might  compromise  another  patient  or  patients 
within  the  hospital  or  within  the  region.  An  ex- 
ample of  this  is  the  request  for  ten  group  O,  Rh 
negative  fresh  whole  bloods  for  an  alcoholic  cir- 
rhotic with  esophageal  varix  bleeding.  Filling  this 
request  is  not  only  contraindicated  but  would  com- 
promise other  patients.  The  first  level  of  com- 
munication in  this  situation  is  between  the  attend- 
ing physician  and  the  hospital  Blood  Bank  Direc- 
tor. All  hemotherapies  require  prescription,  fed- 
eral law  says  so,  and  since  automatic  consultation 
applies  or  should  apply  to  all  questionable  pre- 
scriptions, the  hospital  Blood  Bank  Director  has 
the  responsibility  and  must  have  the  authority  to 
invoke  automatic  consultation.  The  internal  guide- 
lines or  controls  giving  this  authority  to  the  Blood 
Bank  Director  are  the  responsibility  of  an  effec- 
tive hospital  Transfusion  Committee.  An  unre- 
solved controversy  between  the  hospital  Blood 
Bank  Director  and  an  attending  physician  could 
be  referred  to  the  chairman  of  the  hospital’s  Trans- 
fusion Committee,  to  the  Medical  Advisory  Com- 
mittee of  the  regional  blood  center,  or  to  the 
blood  center’s  Medical  Director.  But  often  there 
is  no  time  in  individual  situations  for  this  refer- 
ring; a patient  is  bleeding  and  something  must 


be  done  now.  Still,  the  ladder  of  responsibility/ 
authority  must  be  recognized,  and  the  internal  con- 
trols which  give  the  hospital  Blood  Bank  Direc- 
tor not  only  responsibility  but  also  authority  must 
be  accepted  or  patients  will  be  compromised. 

One  of  the  mechanisms  which  should  avoid  dis- 
agreements and  controversies  is  education,  espe- 
cially of  medical  students.  All  third  and  fourth 
year  students  should  be  taught  hemotherapy,  in- 
cluding the  indications  and  contraindications  and 
adverse  reactions.  Similar  material  should  be 
presented  to  all  house  and  attending  hospital  staff 
on  a continuing  formal  basis  with  required  at- 
tendance. Formal  training  of  physicians  who  will 
become  directors  of  hospital  transfusion  services 
and  the  use  of  dynamic  blood  bankers  as  speakers 
at  conventions  and  meetings  of  surgeons,  anesthesi- 
ologists, internists,  neonatologists,  and  oncologists 
are  also  indicated.  Too  often,  blood  bankers  talk 
to  blood  bankers  only.  The  American  Association 
of  Blood  Banks  has  developed  a slide  show  presen- 
tation on  hemotherapy  for  hospital  staff  physicians 
which  is  available  for  presentation  at  any  hospital 
through  the  Blood  Bank  of  Delaware. 

There  is  also  the  Circular  of  Information  for  the 
Use  of  Human  Blood  and  Blood  Components  by 
Physicians  * This  was  prepared  by  the  American 
Association  of  Blood  Banks  and  the  American 
Red  Cross,  and  it  has  the  approval  of  the  BOB 
of  the  FDA.  It  is  the  “package  insert”  for  whole 
blood,  packed  red  cells,  plasmas,  cryoprecipitates, 
platelet  and  white  cell  concentrates.  Printed  on 
the  cover  is  the  statement  “Federal  Law  prohibits 
the  dispensing  of  blood  and  blood  products  with- 
out the  prescription  of  a licensed  physician” 
(blood  and  blood  products  have  been  drugs  legally 
since  1971).  Each  hospital  Blood  Bank/Trans- 
fusion Service  is  required  to  have  copies  of  this 
circular  available  on  request.  Each  hospital  should 
distribute  these  circulars  to  each  physician  pre- 
scribing hemotherapy  and  to  new  staff  persons  as 
they  come  on  board,  as  the  circular  is  really  a 
minicourse  on  component  therapy.  It  does  not, 
however,  include  the  manufactured  components, 
such  as  the  Factor  VIII  and  IX  assayed  concen- 
trates, the  plasma  protein  fractions,  the  5%  and 
25%  albumins,  and  the  gamma  globulins.  Each 
of  these  has  its  own  package  inserts  and  each  also 
requires  prescription  by  a licensed  physician. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


MANUAL  OF  SKIN  DISEASE,  4th  Edition,  by  Gordon 
C.  Sauer,  M.D.,  J.B.  Lippincott/Harper,  Philadel- 
phia, 1980.  371  pp.  Illus.  Price  $34.50. 

Man-  u-  al  (man-  yoo-  al)  . . n.s.  a small 
book,  esp.  one  giving  information  or  instructions. 

What  type  of  instruction  and  information  should 
a dermatology  manual  for  the  nondermatologist 
provide?  Useful,  concise,  easily  accessible  an- 
swers to  the  following  clinical  questions:  “What’s 
wrong  with  the  patient?”  and  “How  do  I treat  the 
problem?” 

What’s  wrong  with  the  patient?  Chapters  are 
titled  in  broad,  clinically  defined  categories.  A 
practitioner  can  select  one  or  two  features  or  a 
skin  problem  and  find  a corresponding  chapter. 
Age  of  the  patient,  appearance  of  the  lesion  (pig- 
mented or  bullous),  symptoms  (pruritus),  patho- 
logic categories  (fungal,  bacterial,  allergic,  etc.), 
and  even  the  geographical  area  a patient  lives  in 
may  direct  one  to  a certain  chapter. 

There  is  convenient  cross  referencing  on  sub- 
jects appearing  in  more  than  one  section.  If  a 
specific  diagnosis  is  suspected,  a comprehensive 
dictionary/index  directs  one  to  the  appropriate 
page  and  its  associated  differential  diagnosis. 
Color  plates  are  of  good  quality,  but  generally 
are  of  obvious,  full  blown  disease  which  limits 
their  use  when  identifying  more  subtle  and  less 
dramatic  presentations. 

How  do  I treat  it?  Detailed  therapeutic  plans 
and  prescriptions  are  given  with  each  diagnosis. 
The  author  frequently  gives  more  than  one  treat- 
ment option.  Many  are  the  “q.s.  recipes”  peculiar 
to  dermatology.  Happily,  an  explanatory  formu- 
lary in  the  chapter  on  dermatologic  therapeutics 
includes  precise  directions  for  prescribing  these 
and  their  most  common  uses.  Equivalent  proprie- 
tary preparations  are  given  if  available.  There  is 
also  a brief  chapter  on  the  use  of  electrosurgery, 


cryosurgery,  and  radiations  (u.v.  and  x-ray).  An 
informative  section  on  cosmetics  may  aid  in  direct- 
ing patient  use  of  these  products. 

This  book  is  a useful  dermatologic  source.  Be- 
cause it  is  a “manual,”  it  tends  to  gloss  over  con- 
troversy and  be  superficial  at  times.  The  author 
has  made  up  for  this  somewhat  by  having  bibli- 
ographies with  each  chapter  and  by  providing  a 
list  in  the  last  chapter  of  pertinent  journals,  atlases, 
and  texts. 

Jon  Kubley,  M.D. 

Dr.  Kubley  is  a Family  Physician  practicing  in  Plymouth, 
Indiana. 
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THE  SIXTH  COMMANDMENT,  Lawrence  Sanders, 

Berkley  Publishing  Company,  New  York,  1980. 
358  pp.  Price  $2.75.  Paperback. 

An  agent  once  told  me  that  a book’s  audience 
must  feel  something  for  the  main  character.  Either 
he  must  be  a hero  whom  the  audience  idolizes  or 
an  anti-hero  who  still  enlists  the  audience’s  sup- 
port as  they  watch  his  gutsy  fight  to  break  even. 
Unfortunately,  the  book’s  Samuel  Todd  is  in- 
capable of  “enlisting”  or  “idolization.” 

In  this  loosely  constructed  tale,  a Nobel  Prize 
winner,  Telford  Gordon  Thorndecker,  BSGh,  MD, 
MSc,  Ph.D.,  applies  for  a one  million  dollar  Bing- 
ham Foundation  research  grant  for  his  study  of 
mammalian  cells.  Mr.  Todd,  the  investigator  in 
charge  of  “smelling  rats,”  is  ultimately  responsible 
for  the  approval  of  the  grant. 

Dr.  Thorndecker  is  really  searching  for  the 
secret  of  the  biologic  clock  and  immortality  by 
studying  the  difference  between  normal  cells  of 
finite  reproductive  capacity  and  the  infinite  re- 
productive capacity  of  malignant  cells.  This  dif- 
ference, he  proposes,  is  a cellular  “factor.”  His 
secret  is  that  in  the  course  of  his  research,  he  has 
injected  selected  patients  of  his  convalescent  home 
Continued  on  page  533 
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MEDLAB  - AUGUSTINE  CUT-OFF 
SUITE  13  PROFESSIONAL  BLDG. 
AUGUSTINE  CUT-OFF 
WILMINGTON,  DELAWARE 
(302)  655-4445 


MEDLAB  - PIKE  CREEK 
1 PIKE  CREEK  CENTER 
NEW  LINDEN  HILL  ROAD 
WILMINGTON,  DELAWARE 
(302)  994-5764  (302)  994-7603 


MEDLAB  - FOULK  RD. 
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ANTIBIOTIC  PROPHYLAXIS  IN  SURGERY 


Ronald  Lee  Nichols,  M.D. 


The  use  of  prophylactic  antibiotics  in  surgery 
has  been  the  subject  of  many  recently  published 
reviews.15  These  reviews,  as  well  as  carefully 
conducted  prospective  clinical  trials  accomplished 
in  the  last  decade,  have  resulted  generally  in  a 
more  appropriate  use  of  prophylactic  antibiotics 
in  the  surgical  patient. 

Basic  Principles — Surgical  Prophylaxis 

Antibiotic  prophylaxis  in  surgery  refers  to  the 
administration  of  antibiotic  agents  to  patients  with- 
out evidence  of  established  infection  with  the  ob- 
jective of  reducing  subsequent  postoperative  sep- 
tic complications.  Prophylaxis  should  be  limited 
to  patients  in  whom  there  is  a high  risk  of  post- 
operative infections,  or  to  those  where  an  infection 
might  be  associated  with  a catastrophic  end  result. 

Timing  of  Antibiotic  Prophylaxis 

The  effective  use  of  prophylactic  antibiotics 
depends  to  a great  extent  on  the  appropriate  tim- 
ing of  their  administration.6  Parenteral  antibiotics 
in  sufficient  doses  should  generally  first  be  given 
within  one  hour  prior  to  operation.  This  timing 
produces  therapeutic  drug  levels  in  the  wound  and 
related  tissues  during  the  operation,  but  does  not 
allow  the  development  of  bacterial  resistance.  The 
drugs  should  be  continued  for  only  24-72  hours, 
a period  during  which  the  concentration  of  bacteria 
in  the  wound  and  dissected  tissues  may  exceed  the 

Dr.  Nichols  is  Henderson  Professor  of  Surgery  and  Professor 
of  Microbiology  at  the  Tulane  University  School  of  Medicine, 
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capacity  of  the  unaided  tissues  to  destroy  them. 
Continuation  of  prophylactic  drugs  beyond  72 
hours  increases  the  risks  of  drug  toxicity  and  bac- 
terial superinfection  but  does  not  reduce  the  inci- 
dence of  subsequent  infection.  Some  experts  feel 
that  two  or  three  doses  of  antimicrobials  adminis- 
tered just  before  the  operation  are  sufficient  for 
prophylaxis.7-8  A reoentiy  reported  study  on  the 
patterns  of  antibiotic  prophylaxis  in  the  surgical 
patient  showed  that  the  most  common  error  in 
usage  was  the  practice  of  continuing  the  antibio- 
tic beyond  the  recommended  time  period.9 

When  prophylaxis  is  accomplished  by  orally 
administered  antibiotics,  as  is  frequently  done  in 
elective  colon  resection,  the  agents  should  be 
given  during  the  24  hours  prior  to  operation. 
Longer  periods  of  preoperative  preparation  are  not 
necessary  and  have  been  associated  with  isolation 
of  resistant  organisms  at  the  time  of  resection  from 
the  oolonic  lumen.10 

Route  of  Administration  of  Prophylactic 
Antibiotics 

Among  the  various  routes  by  which  prophylac- 
tic antibiotics  can  be  administered,  intravenous 
administration  is  preferred  in  most  surgical  pa- 
tients. Alexander  and  Alexander11  have  studied 
the  kinetics  of  antibiotic  distribution  into  tissue 
fluid  following  their  administration  by  various 
routes.  Rapid  intravenous  administration  in  a 
relatively  small  volume  of  diluent  results  in  high 
serum  levels  which  are  reflected  in  more  rapid 
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entry  and  higher  early  concentrations  of  antibiotics 
in  wound  fluid.  Administration  of  equivalent 
doses  of  antibiotics,  either  by  continuous  intra- 
venous infusion  or  intermittent  intramuscular  in- 
jections, produced  lower  blood  levels  and  retarded 
entry  of  the  antibiotics  into  wound  fluid.  Oral 
administration  of  relatively  poorly  absorbed  anti- 
biotics plays  a major  role  only  in  the  elective 
preparation  of  patients  prior  to  colon  operations.12 

Choice  of  Antibiotics 

No  one  antibiotic  agent  or  combination  can  be 
relied  upon  for  effective  prophylaxis  in  the  various 
clinical  settings  found  on  surgical  services.  The 
agent  or  agents  employed  should  be  chosen  pri- 
marily on  the  basis  of  their  efficacy  against  the 
microorganisms  that  usually  cause  the  infectious 
complications  in  each  clinical  setting.  For  ex- 
ample, in  uncomplicated  cardiovascular  or  ortho- 
pedic operations  the  usual  causes  of  postopera- 
tive infections  are  aerobic  streptococci  or  staphy- 


lococci, while  the  organisms  responsible  for  infec- 
tion following  gastrointestinal  or  gynecological  sur- 
gery are  more  complex;  an  appropriate  choice  of 
prophylactic  antibiotics  requires  an  understanding 
of  the  polymicrobial  nature  of  the  endogenous 
microflora  at  each  site.13-14  The  microorganisms 
usually  responsible  for  postoperative  infections  in 
each  surgical  discipline  are  listed  in  Table  1. 

Antibiotic  Prophylaxis  in  Clean  Surgical  Procedures 

The  use  of  prophylactic  antibiotics  in  “clean” 
surgical  patients  should  be  limited  to  those  in 
whom  a prosthetic  foreign  body  has  been  im- 
planted.4’5 The  benefit  of  antibiotic  prophylaxis 
in  other  clean  surgical  cases  is  outweighed  by  the 
potential  harmful  effects,  which  include  toxic  or 
allergic  drug  reactions  and  bacterial  or  fungal 
superinfections. 

Low  infection  rates  in  clean  cases  are  best  ob- 
tained by  strict  adherence  to  principles  of  good 


TABLE  1 


ORGANISMS  MOST  COMMONLY  CAUSING  POSTOPERATIVE  INFECTION 


Gastrointestinal 

Aerobes 

Anaerobes 

A.  Mouth 

Streptococci 

Bacteroides  (other  than  B.fragilis), 
peptostreptococci,  fusobacteria 

B.  Esophagus 

As  above 

As  above 

C.  Stomach 

Enteric  Gram-negative  bacilli, 
streptococci 

As  above 

D.  Biliary 

Enteric  Gram-negative  bacilli, 
Group  D.  streptococci 

Clostridia 

E.  Distal  Ileum 

Enteric  Gram-negative  bacilli 

Bacteroides  fragilis, 
peptostreptococci, 
clostridia 

F.  Colon 

As  above 

As  above 

GYNECOLOGIC 

As  for  Colon 

As  for  Colon 

ORTHOPEDIC 

Staphylococci,  streptococci 

THORACIC 

Streptococci,  pneumococci 

Bacteroides  (other  than  B.  fragilis), 
peptostreptococci 

CARDIOVASCULAR 

Staphylococci,  streptococci 

UROLOGIC 

Enteric  Gram-negative  bacilli, 
Group  D.  streptococci 
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surgical  technique.  Other  factors  which  help  keep 
the  infection  rate  at  a minimum  include:  short 
preoperative  stay  in  the  hospital,  avoidance  of 
shaving  until  just  prior  to  operation,  minimizing 
the  duration  of  the  operation,  and  preoperative 
bathing  with  an  antiseptic  soap. 

The  presence  of  any  foreign  body  disables 
wound  healing.  Experimental  studies  have  sug- 
gested that  even  a single  suture  in  a wound  is 
sufficient  to  cause  suppuration  with  a bacterial 
inoculum  which,  of  itself,  would  not  result  in  in- 
fection.15 A reasonable  statement  concerning  the 
influence  of  a prosthesis  or  a similar  foreign  body 
on  wound  healing  is  that  its  presence  disables 
normal  wound  defense  mechanisms  so  that  they 
function  less  than  optimally.  Another  way  to  look 


at  this  relationship  is  that  fewer  bacteria  are  neces- 
sary to  cause  infection  in  the  presence  of  a foreign 
body  than  in  normal  tissue. 

The  risk  of  development  of  infections  is  low  in 
patients  undergoing  clean  surgical  procedures  with 
prosthetic  devices  such  as  total  hip  replacement, 
implantation  of  cardiac  valves,  or  vascular  grafts. 
However,  when  infection  does  occur  in  these  clini- 
cal settings,  the  result  is  often  catastrophic. 
Prophylactic  antistaphylococcal  drugs  may  reduce 
the  incidence  of  postoperative  infection  in  these 
procedures  and  is  therefore  recommended.4,5,16 
Traditionally,  penicillinase-resistant  agents  such 
as  methicillin,  oxacillin,  and  nafcillin  have  been 
employed  for  prophylaxis  in  this  clinical  setting. 
Recently,  increased  numbers  of  these  infections 


TABLE  2 

OPERATIONS  IN  WHICH  PROPHYLACTIC  ANTIBIOTICS 
ARE  NOT  GENERALLY  INDICATED 


1. 

Appendectomy 

1A. 

2. 

Breast  Biopsy 

3. 

Cholelcystectomy 

3A. 

3B. 

4. 

Head  and  Neck  Procedures 

4A. 

4B. 

5. 

Inguinal  Hernia  Repair 

6. 

Incisional  Hernia  Repair 

7. 

Mastectomy  (modified  or  radical) 

8. 

Parathyroidectomy 

9. 

Soft  Tissue  Surgery 

9A. 

9B. 

10. 

Stripping  of  Varicose  Veins 

11. 

Splenectomy 

12. 

Thyroidectomy 

13. 

Vagotomy-Gastrectomy 

13A. 

14. 

Vagotomy- Pyloroplasty 

14A. 

15. 

Gastrectomy 

15  A. 

Urology 

1. 

All  Procedures 

1A. 

IB. 

Cardiovascular 

1. 

All  Procedures 

1A. 

IB. 

Exceptions 

Clinical  evidence  of  possible  perforation 

Clinical  risk  factors  are  present 
Positive  intraoperative  Gram  stain  of  bile 
Anticipate  cutting  across  contaminated  area  (oro- 
Enter  dura  during  such  procedures  as  ethmoidectomy 
pharynx,  hypopharynx,  nasopharynx) 


Human  bite 

Major  soft  tissue  injury 


Gastric  ulcer  or  complications  of  duodenal  ulcer 
Same  as  above 

As  above  and  gastric  malignancy 

Patients  with  positive  urine  cultures 
Obstructive  uropathy 

Foreign  body  implanted 
Cardiac  bypass  employed 
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have  been  reported  due  to  Staphylococcus  epi- 
dermidis,  an  organism  which  has  a significant 
degree  of  resistance  to  this  group  of  semisynthetic 
penicillins.  For  this  reason,  the  first  generation 
cephalosporins,  which  exhibit  good  activity  against 
most  of  the  organisms  commonly  causing  post- 
operative sepsis  in  these  cases,  now  appear  to  be 
the  drugs  of  choice.  Table  2 lists  the  operations 
in  which  prophylactic  antibiotics  are  generally 
not  indicated,  as  well  as  the  clinical  findings  which 
indicate  exceptions  to  this  rule. 

Antibiotic  Prophylaxis  in  Gastroduodenal  Surgery 

Prior  to  1975  the  most  common  indication  for 
gastroduodenal  operation  was  chronic  nonobstruct- 
ing duodenal  ulcer.17  Patients  undergoing  gastric 
resection  for  this  indication  rarely  experienced 
postoperative  infection,  a finding  which  led  to  the 
general  feeling  that  the  stomach  contents  were 
most  often  sterile  and  antibiotic  prophylaxis  was 
not  indicated.  With  the  advent  of  modem  medical 
treatment  for  chronic  duodenal  ulcer,  the  surgeon 
was  called  on  less  frequently  to  operate  for  this 
indication.  Gastroduodenal  operations  are  now 
primarily  done  for  complications  of  duodenal 
ulcer,  gastric  ulcer,  or  malignancy,  and  postopera- 
tive infections  are  a commonly  occurring  event. 
These  findings  have  resulted  in  increased  interest 
in  the  gastric  microflora  and  the  role  of  antibiotic 
prophylaxis  for  the  patient  undergoing  gastro- 
duodenal surgery. 

Gastroduodenal  Microflora 

The  association  of  the  intragastric  acid  status 
and  the  bacterial  flora  of  the  stomach,  duodenum, 
and  jejunum  was  emphasized  as  early  as  1926  by 


Arnold  and  Brody,  who  demonstrated  the  bac- 
teriostatic action  of  gastric  acid  in  a series  of 
animal  experiments.18  Subsequent  studies  in  man 
showed  that  individuals  with  normal  gastric  acid 
output  and  motility  harbor  few,  if  any,  bacteria 
in  the  stomach  or  proximal  intestine.19’20  Bacterial 
overgrowth  in  the  stomach,  however,  was  reported 
routinely  in  patients  with  either  decreased  gastric 
acid  output  (the  elderly  or  patients  with  pernicious 
anemia),  altered  gastric  motility  (following  pep- 
tic ulcer  surgery),  or  both.21-22 

We  have  previously  reported  on  the  gastric 
microflora  found  at  the  time  of  operation  in  pa- 
tients undergoing  elective  or  emergency  gastric 
operations.17  In  our  study  we  observed  whether 
gastric  microflora  was  related  to  the  development 
of  postoperative  wound  infections  or  to  intraab- 
dominal abscesses  in  patients  not  receiving  anti- 
biotic prophylaxis.  Our  results  are  listed  in  Table 
3.  In  patients  undergoing  operation  for  chronic 
duodenal  ulcer,  normal  bacterial  inhibitory  fac- 
tors, including  gastric  acid  and  normal  gastroin- 
testinal motility,  were  evident.  These  patients 
rarely  had  gastric  microflora  and  experienced  no 
postoperative  sepsis.  On  the  contrary,  patients 
operated  on  for  other  indications  including  bleed- 
ing or  obstructing  duodenal  ulcer,  gastric  ulcer,  or 
malignancy  had  faulty  bacterial  inhibitory  factors 
which  resulted  in  the  presence  of  gastric  micro- 
flora at  the  time  of  operation  and  a subsequently 
high  postoperative  infeotion  rate. 

Indications  for  Prophylaxis  in  Gastroduodenal 
Operations 

Recent  prospective,  nonblinded  clinical  studies 


TABLE  3 

INDICATION  FOR  GASTRODUODENAL  OPERATION— PRESENCE  Of 
INTRA-GASTRIC  MICROFLORA  AND  INCIDENCE  OF  POSTOPERATIVE  INFECTIONS 


Indication  for  Operation 

% of  Patients  Harboring  % of  Patients  Developing 

Intragastric  Microflora  Postoperative  Infection 

Chronic  duodenal  ulcer 

17 

0 

Bleeding  duodenal  ulcer 

100 

33 

Obstructing  duodenal  ulcer 

89 

11 

Gastric  ulcer 

83 

16 

Gastric  carcinoma 

100 

25 
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have  shown  the  benefits  of  short-term  antibiotic 
prophylaxis  before  gastroduodenal  operations.8’23 
We  have  just  completed  an  as  yet  unpublished, 
prospective,  randomized,  double  blinded  study 
which  is  in  agreement  with  these  previously  re- 
ported studies  from  which  the  following  recom- 
mendations are  made. 

In  low-risk  patients  defined  as  having  operations 
done  in  the  face  of  normal  bacterial  inhibitory 
factors  as  seen  in  chronic,  nonobstructing  duodenal 
ulcer,  no  antibiotic  prophylaxis  is  indicated. 

High  risk  patients,  ie,  patients  undergoing  op- 
eration in  the  face  of  compromised  bacterial  in- 
hibitory factors  (bleeding  or  obstructing  duodenal 
ulcer  or  gastric  ulcer  or  malignancy),  should  be 
given  short  term  parenteral  prophylaxis.  Accept- 
able agents  include  cephalosporins,  first  or  second 
generation  agents,  or  a penicillin  and  aminoglyco- 
side combination. 

Antibiotic  Prophylaxis  in  Biliary  Tract  Surgery  for 
Chronic  Calculous  Cholecystitis 

The  healthy  biliary  tract  rarely,  if  ever,  harbors 
bacteria  in  any  significant  concentrations.  Bac- 
teria have  been  isolated  from  15-30%  of  patients 
with  chronic  calculous  cholecysitis.  Csendes  et  al 
found  30%  positive  gallbladder  bile  cultures  in 
a group  of  patients  with  chronic  calculous  cholecy- 
stitis,24 but  positive  gallbladder  wall  cultures  from 
the  same  group  of  patients  were  not  significantly 
increased. 

The  bacteria  isolated  from  bile  in  all  disease 
of  the  biliary  tract  are  primarily  Gram-negative 
enteric  coliforms.  Escherichia  coli,  alone  or  mixed 
with  another  organism,  is  present  in  50%  of  posi- 
tive cultures.  Other  coliforms,  eg,  klebsiella, 
enterobacter,  and  proteus,  are  less  commonly  iso- 
lated. Streptococcus  faecalis  (enterococci),  which 
are  aerobic  Gram-positive  cocci,  are  also  fre- 
quently isolated.  Anaerobic  microorganisms  are 
isolated  in  fewer  than  20% ; in  most  studies,  Clos- 
tridium perjringens  is  most  common. 

Clinical  Risk  Factors  in  Chronic  Calculous 
Cholecystitis 

Positive  bile  cultures  collected  at  the  time  of 
biliary  surgery  are  associated  with  higher  postop- 
erative infection  rate.  Delikaris  and  colleagues 
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reported  a 33%  postoperative  infection  rate  when 
positive  bile  cultures  were  obtained  in  patients 
undergoing  a biliary  tract  operation.25  Several 
clinical  studies  have  elicited  those  clinical  factors 
which  favor  bacteria  in  bile  with  its  corresponding 
increased  risk  of  postoperative  sepsis.26'28  These 
clinical  risk  factors  include  previous  biliary  tract 
operation,  age  over  70,  operation  done  as  emer- 
gency procedure,  presence  of  jaundice,  chills  or 
fever  within  one  week  of  operation,  and  opera- 
tion performed  within  one  month  of  an  acute  at- 
tack of  cholecystitis.  Prophylactic  antibiotics  are 
indicated  when  one  or  more  of  these  clinical  risk 
factors  are  identified  preoperatively. 

Immediate  Gram  Staining  of  Bile  in  Patients 
Undergoing  Cholecystectomy  for  Chronic 
Cholecystitis 

Certain  patients  undergo  elective  cholecystec- 
tomy who  have  no  clinical  risk  factors  but  will 
nevertheless  have  bacteria  in  bile.  Keighley  and 
colleagues  have  reported  on  the  technique  of  im- 
mediate Gram  staining  of  bile  at  the  time  of 
operation.29-30  The  bile  sample,  usually  taken 
from  the  gallbladder,  was  sent  to  the  microbiology 
laboratory  for  staining  and  culture  and  sensitivity 
at  the  start  of  the  cholecystectomy.  The  accuracy 
rate  of  the  Gram  stains  compared  to  subsequent 
bile  cultures  was  more  than  75%.  The  use  of 
this  technique  allows  the  surgeon  to  start  ap- 
propriate antibiotics  during  operation  in  those  pa- 
tients who  have  not  previously  received  them.  It 
also  allows  for  addition  of  or  changes  in  anti- 
biotics when  organisms  are  seen  that  were  not 
anticipated.  One  such  example  is  the  finding  of 
Gram-positive  rods  on  immediate  staining,  which 
would  call  for  antibiotic  coverage  of  Clostridia. 

Antibiotic  Recommendation  in  Surgery  for 
Chronic  Calculous  Cholecystitis 

Well-controlled  studies  have  shown  the  bene- 
fits of  prophylactic  antibiotics,  given  prior  to  or 
during  surgery,  in  patients  who  had  clinical  risk 
factors  or  an  intraoperative  Gram  stain  showing 
the  presence  of  bacteria  in  bile.  Several  com- 
mittees have  concluded  that  antibiotic  prophylaxis 
in  chronic  calculous  cholecystitis  appears  justi- 
fied in  these  clinical  settings.4’5  The  initial  anti- 
biotic agent  chosen  should  be  highly  effective 
against  the  usually  infecting  organisms,  the  aero- 
bic Gram-negative  coliforms.  The  cephalosporins 
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or  the  aminoglycosides  appear  to  be  the  drugs  of 
choice.  If  Gram-positive  rods  are  seen  on  Gram 
stain,  penicillin  should  be  added  to  die  regimen. 
Equal  benefit  can  be  expected  from  antibiotic 
agents  that  give  either  high  serum  or  bile  levels. 
The  widespread  use  of  prophylactic  antibiotics 
in  all  patients  undergoing  cholecystectomy  for 
chronic  calculous  cholecystitis  should  be  avoided. 

Antibiotic  Prophylaxis  in  Colon  Surgery 

The  human  colonic  microflora  harbors  a greater 
variety  of  microorganisms  at  higher  concentrations 
than  any  other  of  the  body’s  microfloras. 

Endogenous  Colonic  Microflora 

The  sparse  microflora  that  inhibits  the  human 
proximal  gastrointestinal  tract  in  health  signifi- 
cantly increases  in  the  distal  ileum,  where  con- 
centrations of  both  aerobes  and  anaerobes  aver- 
ages 1010  organisms  per  milliliter.31  Bacteroides 
fragilis  and  other  fecal  anaerobes  first  appear  at 
this  level.  Escherichia  coli,  the  most  prevalent  of 
the  aerobes  in  the  colon,  is  usually  isolated  in  con- 
centrations of  1010  organisms  per  gram  of  stool, 
while  B.  fragilis  and  other  obligate  anaerobes  are 
1,000  to  10,000  times  more  frequent  than  are  any 
of  the  aerobes  at  all  levels  of  the  colon. 

Preoperative  Preparation  Before  Elective 
Colon  Resection 

Ten  years  ago,  we  received  the  extensive  surgi- 
cal literature  concerning  preoperative  intestinal 
preparation.12  Although  there  were  then  more 
than  200  publications  on  the  subject,  with  few 
exceptions  the  studies  suffered  from  inadequate 
controls  or  inappropriate  methodology. 

At  about  the  same  time,  the  importance  of 
anaerobic  fecal  organisms  in  the  pathogenesis  of 
clinical  wound  infections  began  to  be  recognized 
more  generally  by  surgeons.  The  fact  that  many 
anaerobes  were  resistant  to  antibiotics  commonly 
employed  for  bowel  preparation  made  it  likely  that 
previously  recommended  preparation  regimens 
had  been  pharmacologically  inadequate.10  As  the 
use  of  ineffective  antibiotics  would  not  be  likely 
to  have  demonstrated  favorable  effects  on  the  in- 
cidence of  wound  sepsis,  no  firm  conclusions  could 
be  drawn  from  the  literature  regarding  the  conse- 
quences, for  good  or  ill,  of  oral  administration  of 
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antibiotics  as  a part  of  colon  preparation  before 
elective  operations. 

Employment  of  effective  antibiotics  for  oral 
preparation  requires  knowledge  of  the  normal 
bowel  flora,  the  capacity  of  various  fecal  bacteria 
to  produce  infections,  the  frequency  with  which 
each  species  of  microorganisms  is  associated  with 
clinically  septic  wounds,  and  the  patterns  of  anti- 
biotic sensitivity  of  these  pathogens.  These  are 
complex  issues  with  many  nuances  of  detail.  At 
the  risk  of  oversimplification,  however,  the  clini- 
cally important  information  can  be  reduced  to  a 
few  statements: 

1.  The  normal  bowel  flora  contains  over  20 
species  of  resident  and  transient  aerobes  and  over 
50  species  of  anaerobes.  Most  of  these  microor- 
ganisms are  not  pathogens. 

2.  Escherichia  coli  is  the  aerobe  most  com- 
monly found  in  septic  wounds  after  colon  opera- 
tions; Bacteroides  fragilis  is  the  most  common 
anaerobe  recovered  from  infected  wounds.  Other 
pathogenic  organisms  are  found  less  frequently, 
so  effective  antibiotic  therapy  directed  against  E. 
coli  and  B.  fragilis  will  control  the  majority  of 
infections. 

3.  E.  coli  is  sensitive  to  the  antibiotics  listed 

TABLE  4 

ANTIBIOTIC  AGENTS  EFFECTIVE  AGAINST 
THE  FECAL  MICROFLORA 
ROUTE  OF  EFFECTIVE  USE 


Group  A 
( Aerobic 

Group  B 
(Anaerobes 
including 

Route  of  Use 

Coliforms) 

B.  fragilis) 

Oral 

Kanamycin 

Neomycin 

Erythromycin 

base 

Metronidazole 

Tetracycline 

Parenteral 

Amikacin 

Cefamandole 

Cefoxitin 

Gentamicin 

Tobramycin 

Carbenicillin 

Cefoxitin 

Chloramphenicol 

Clindamycin 

Metrornidazole 

Ticarcillin 
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under  group  A and  B.  fragilis  is  sensitive  to  those 
listed  under  group  B in  Table  4. 

We  organized  a series  of  prospective,  random- 
ized clinical  trials.  The  combination  of  neomy- 
cin-erythromycin base  was  chosen  because  these 
drugs  were  likely  to  be  effective  in  controlling  both 
aerobic  and  anaerobic  fecal  pathogens,  had  no 
other  widespread  uses  in  hospitalized  patients,  are 
well  tolerated  by  patients,  and  are  relatively  inex- 
pensive. Our  complete  protocol  for  bowel  prep- 
aration is  listed  in  Table  5. 

The  first  objective  of  our  studies  was  to  deter- 
mine the  effectiveness  of  neomycin-erythromycin 
base  compared  with  regimens  recommended  by 
other  recognized  experts.  Because  we  were  not 
convinced  that  stool  specimens  were  necessarily 
representative  of  the  flora  of  the  intraabdominal 
colon,  we  first  developed  and  tested  a methodology 
for  direct  needle  aspiration  of  material  from  the 
colonic  lumen.32 

The  effect  of  various  oral  antibiotics  compared 
to  untreated  controls  and  to  controls  who  received 
comparable  vigorous  purgation  but  no  drugs  were 
first  studied  in  patients  with  normal  colons.  The 

TABLE  5 

NEOMYCIN-ERYTHROMYCIN  BASE 
COLON  PREPARATION 

Day  1 : Low  residue  diet 

Bisacodyl,  1 capsule  orally  at  6:00  p.m. 

Day  2:  Continue  low  residue  diet 

Magnesium  sulfate,  30  ml  50%  solution 
(15  mg)  orally  at  10:00  a.m.,  2:00  p.m. 
and  6:00  p.m. 

Day  3:  Clear  liquid  diet:  supplemental  intraven- 

ous fluids  as  needed 

Magnesium  sulfate,  in  dose  above,  at 
10:00  a.m.  and  2:00  p.m. 

No  enemas 
Neomycin  1 gm 

orally  at  1 :00  p.m., 

2:00  p.m.  and  11:00  p.m. 
Erythromycin  base  1 gm 

Day  4:  Operation  scheduled  at  8:00  a.m. 
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results  indicated  that  although  most  recommended 
antibiotic  regimens  reduced  the  concentration  of 
aerobes  in  the  colon,  the  neomycin-erythromycin 
base  preparation  was  most  effective  in  controlling 
both  aerobic  and  anaerobic  fecal  pathogens.10 

We  next  turned  to  prospective,  randomized 
clinical  trials  of  the  effectiveness  of  neomycin- 
erythromycin  base  preparation  in  preventing 
wound  infections  in  patients  with  colon  disease.33 
By  the  time  20  patients  had  been  entered  in  this 
trial,  the  septic  complication  rate  in  patients  not 
receiving  antibiotics  was  30%.  No  septic  com- 
plications had  occurred  among  ten  antibiotic 
treated  patients,  but  there  had  been  three  serious 
wound  infections  and  one  death  among  ten  control 
patients.  Clinically,  the  difference  seemed  quite 
clear  to  our  colleagues,  especially  to  our  surgical 
residents.  Unfortunately,  because  of  the  small 
numbers  involved,  the  difference  was  not  statis- 
tically significant. 

Over  the  next  five  years,  data  were  collected 
from  two  Veterans  Administration  Cooperative 
Studies.  These  studies,  conducted  on  patients 
undergoing  elective  colon  resection,  were  pros- 
pective, randomized,  and  double  blinded.34-35  In 
the  first  study,  the  superiority  of  shorter,  low  dose, 
preoperative  oral  neomycin-erythromycin  base 
combined  with  vigorous  purgation  compared  with 
placebo  and  the  same  mechanical  preparation  was 
proven.34  The  overall  rate  of  directly  related 
septic  complications  was  43%  in  the  placebo 
group  versus  9%  in  the  group  receiving  neomy- 
cin-erythromycin base. 

The  second  Veterans  Administration  Coopera- 
tive Study  was  designed  to  compare  the  frequently 
advocated  parenteral  use  of  cephalothin  versus 
oral  neomycin-erythromycin  base  as  preoperative 
preparation  before  elective  colonic  resection.35  In 
this  prospective,  randomized,  double  blinded 
study  three  groups  were  compared:  intravenous 
cephalothin,  oral  neomycin-erythromyoin  base, 
and  a combination  of  the  intravenous  and  oral 
antibiotics.  All  three  groups  received  the  same 
mechanical  preparation.  Assignment  of  patients 
to  the  intravenous  cephalothin  group  was  discon- 
tinued after  ten  months  because  sequential  an- 
alysis of  the  data  indicated  that  this  method  of 
prophylaxis  resulted  in  significantly  higher  num- 
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bers  of  septic  complications.  The  incidence  of 
wound  infections  was  30%  and  the  overall  inci- 
dence of  septic  complications  was  39%  in  patients 
receiving  only  intravenous  cephalothin  combined 
with  mechanical  cleansing.  The  incidence  of  sep- 
tic complications  was  only  6%  in  the  groups  re- 
ceiving the  oral  neomyoin-erythromyoin  base  alone 
or  in  combination  with  intravenous  cephalothin. 

This  study  continues  at  the  present  time  to  de- 
termine if  there  are  any  advantages  to  be  gained 
by  adding  parenteral  cephalothin  to  the  regimen 
of  oral  neomycin-erythromycin  base. 

A recent  prospective,  randomized,  double- 
blinded  single-hospital  study  has  shown  no  ad- 
vantage of  the  second  generation  cephalosporin, 
cefamandole,  over  cephalothin  in  reducing  septic 
complications  after  elective  colon  resection.36  The 
infection  rates  with  both  antibiotics  were  more 
than  30%  and  very  similar  to  those  reported  in 
our  Veterans  Administration  study. 

At  this  time  there  is  clear  evidence  of  the  ef- 
ficacy of  the  oral  neomycin-erythromycin  base  in 
preoperative  bowel  preparation.  Further  studies 
are  needed  to  investigate  the  value  of  adding  par- 
enteral antibiotics  to  the  oral  antibiotic  bowel 
preparation. 

The  importance  of  proper  time  sequence  of  ad- 
ministration of  the  oral  agents  has  been  stressed 
in  a recent  publication.37  In  order  to  have  peak 
serum  and  stool  levels  at  the  time  of  surgery,  the 
antibiotics  should  be  given  as  suggested  during  the 
19  hours  before  operation.  If  the  operation  is 
planned  for  later  than  8:00  a.m.,  the  time  of  dos- 
ing should  be  appropriately  altered.  All  of  the 
studies  reported  above  have  utilized  erythromycin 
base  (E-mycin,  Upjohn).  One  should  not  assume 
that  same  efficacy  of  other  erythromycin  base  prep- 
arations due  to  the  fact  that  they  have  different 
external  coatings  which  could  possibly  alter  the 
serum  and  fecal  concentrations  in  patients  whose 
intestinal  transit  is  rapid  due  to  mechanical  cleans- 
ing. 

Summary 

During  the  last  decade,  great  inroads  have  been 
made  concerning  the  appropriate  use  of  antibiotic 
prophylaxis  in  the  surgical  patient.  Well-con- 
trolled, prospective,  blinded  studies  have  outlined 
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many  of  the  areas  where  antibiotic  prophylaxis  is 
of  benefit,  as  well  as  those  clinical  situations  where 
the  risks  of  antibiotic  prophylaxis  outweighed  the 
expected  value.  Historically,  the  most  common 
errors  in  usage  include  the  widespread  use  of  anti- 
biotic prophylaxis  in  clean  surgery  and  the  faulty 
timing  of  administration.  The  most  common  error 
today  in  the  use  of  prophylactic  antibiotics  in  sur- 
gical praotice  is  the  continuation  of  the  agents 
beyond  the  time  necessary  for  maximal  benefit. 

In  order  to  appropriately  administer  prophy- 
lactic antibiotics  in  the  various  clinical  settings  on 
the  surgical  service,  where  this  practice  has  been 
of  proven  value,  one  must  be  aware  of  the  follow- 
ing nuances:  1)  choice  of  antibiotic  agent  based 
on  the  type  of  organisms  usually  causing  infec- 
tion, 2)  route  of  administration  of  the  antibiotic 
agent,  3)  dosage  of  the  antibiotic  agent  necessary 
to  attain  efficacious  tissue  or  serum  levels,  and  4) 
the  timing  of  administration  which  offers  the  maxi- 
mum benefits  without  risking  adverse  effects. 

REFERENCES 

1.  Chodak  GW,  Plaut  ME.  Use  of  systemic  antibiotics  for  prophy- 
laxis in  surgery:  a critical  review.  Arch  Surg.  1979;  112: 
326-34. 

2.  Condon  RE.  Rational  use  of  prophylactic  antibiotics  in  gastro- 
intestinal surgery.  Surg  Clin  N Amer.  1975;  55:1309-18. 

3.  Hurley  DL,  Howard  P Jr,  Hahn  HH.  Perioperative  prophy- 
lactic antibiotics  in  abdominal  surgery:  a review  of  recent 
progress.  Surg  Clin  N Amer.  1979;  59:919-33. 

4.  The  Medical  Letter.  Antimicrobial  prophylaxis  for  surgery. 
1979;  21:73-6. 

5.  Veterans  Administration  ad  hoc  interdisciplinary  advisory  com- 
mittee  on  antimicrobial  drug  usage.  Prophylaxis  in  surgery. 
JAMA.  1977;  237:1003-8. 

6.  Burke  JF.  The  effective  period  of  preventive  antibiotic  action 
in  experimental  incisions  and  dermal  lesions.  Surgery.  1961; 
50:161-8. 

7.  Polk  HC  Jr,  Lopez-Mayor  JF.  Postoperative  wound  infection. 

A prospective  study  of  determinant  factors  and  prevention. 
Surgery.  1969;  66:97-102. 

8.  Stone  HH,  Hooper  CA,  Kolb  LD,  Geheber  CE,  Dawkins  EJ. 
Antibiotic  prophylaxis  in  gastric,  biliary  and  colonic  surgery. 
Ann  Surg.  1976;  184:443-52. 

9.  Shapiro  MB,  Townsend  TR,  Rosner  B.  Kass  EH.  Use  of  anti- 
microbial drugs  in  general  hospitals.  Patterns  of  prophylaxis. 
NEJM.  1979;  301:351-5'. 

10.  Nichols  RL,  Condon  RE,  Gorbach  SL,  Nyhus  LM.  Efficacy 
of  preoperative  antimicrobial  preparation  of  the  bowel.  Ann 
Surg.  1972;  176:227-32. 

11.  Alexander  JW,  Alexander  NS.  The  influence  of  route  of  ad- 
ministration on  wound  fluid  concentration  of  prophylactic  anti- 
biotics. J Trauma.  1976;  16:488-95. 

12.  Nichols  RL,  Condon  RE.  Preoperative  preparation  of  the 
colon.  Surg  Gynecol  Obstet.  1971;  132:323-7. 

13.  Nichols  RL.  Intraabdominal  sepsis:  characterization  and  treat- 
ment. J Infect  Dis.  1977;  135:s54-7. 

14.  Nichols  RL,  Condon  RE.  Role  of  the  endogenous  gastroin- 
testinal microflora  in  postoperative  wound  sepsis.  In:  Nyhus 
LM  (ed).  Surgery  annual.  New  York:  Appleton,  Century, 
Crofts,  1975:279-93. 

15.  Howe  CW.  Experimental  studies  on  determinants  of  wound 
infection.  Surg  Gynecol  Obstet.  1966;  123:507-13. 

16.  Conte  JE,  Cohen  SN,  Roe  BB,  et  al.  Antibiotic  prophylaxis  and 
cardiac  surgery.  Ann  Intern  Med.  1972;  76:943-9. 

17.  Nichols  RL,  Smith  JW.  Intragastric  microbial  colonization  in 
common  disease  states  of  the  stomach  and  duodenum.  Ann 
Surg.  1975;  182:557-61. 

18.  Arnold  L,  Brody  L.  Bacterial  flora  and  hydrogen  ion  concen- 
tration of  the  duodenum.  J Infect  Dis.  1926;  38:249-54. 

19.  Bornside  GH,  Cohn  I Jr.  The  normal  microbial  flora:  com- 
parative bacterial  flora  of  animals  and  man.  Am  J Diges  Dis. 
1965;  10:844-52. 

20.  Cregan  J,  Hayward  NJ.  The  bacterial  content  of  the  healthy 
human  small  intestine.  Br  Med  J.  1953;  1:1356-9. 

21.  Dellipiani  AW,  Girdwood  RH.  Bacterial  changes  in  the  small 
intestine  in  malabsorptive  states  and  in  pernicious  anemia. 


Del  Med  Jrl,  Oct  1981 — Vol  53,  No  10 


Antibiotic  Prophylaxis  in  Surgery — Nichols 


Clin  Sci.  1964;  26:359-74. 

22.  Gray  JDA,  Shiner  M.  Influence  of  gastric  pH  on  gastric  and 
jejunal  flora.  Gut.  1967;  8:574-81. 

23.  Lewis  RT,  Allan  CM,  Goodall  RG,  Lloyd-Smith  WC,  Marien 
B,  Wiegand  FM.  Discriminate  use  of  antibiotic  prophylaxis 
in  gastroduodenal  surgery.  Am  J Surg.  1979;  138:640-3. 

24.  Csendes  A,  Fernandez  M,  Uribe  P.  Bacteriology  of  the  gall- 
bladder bile  in  normal  subjects.  Am  J Surg.  1975;  12:629-31. 

25'.  Delikaris  PG,  Michail  PO,  Klonis  GD,  Haritopoulos  NC, 
Golematis  BC,  Dreiling  DA.  Biliary  bacteriology  based  on 
intraoperative  bile  cultures.  Am  J Gastroenterol.  1977;  68: 
51-5. 

26.  Chetlin  SH,  Elliott  D.  Preoperative  antibiotics  in  biliary  sur- 
gery. Arch  Surg.  1973;  107:319-25. 

27.  Keighley  MRB.  Prevention  of  wound  sepsis  in  gastrointestinal 
surgery.  Br  J Surg.  1977;  64:315-21. 

28.  Keighley  MRB,  Flinn  R,  Alexander-Williams  J.  Multivariate 
analysis  of  clinical  and  operative  finding  associated  with  biliary 
sepsis.  Br  J Surg.  1976;  63:528-31. 

29.  Keighley  MRB,  McLeish  AR,  Bishop  HM,  et  al.  Identification 
of  the  presence  and  type  of  biliary  microflora  by  immediate 

gram  stains.  Surgery.  1977;  81:469-72. 

30.  McLeish  AR,  Keighley  MRB,  Bishop  HM,  et  al.  Selecting  pa- 
tients requiring  antibiotics  in  biliary  surgery  by  immediate  gram 
stains  of  bile  at  operation.  Surgery.  1977;  81:473-6. 

31.  Nichols  RI,  Condon  RE,  Bentley  DW,  Gorbach  SL.  Ileal 
microflora  in  surgical  patients.  J Urol.  1972;  105:351-3. 

32.  Bentley  DW,  Nichols  RL,  Condon  RE,  Gorbach  SL.  The  micro- 
flora of  the  human  ileum  and  intraabdominal  colon:  results  of 
direct  needle  aspiration  at  surgery  and  evaluation  of  the  tech- 
nique. J Lab  Clin  Med.  1973;  79:421-9. 

33.  Nichols  RL,  Broido  P,  Condon  RE,  Gorbach  SL,  Nyhus  LM. 
Effect  of  preoperative  neomycin-erythromycin  intestinal  prepa- 
ration of  the  incidence  of  infectious  complications  following 
colon  surgery.  Ann  Surg.  1973;  178:453-9. 

34.  Clarke  JS,  Condon  RE,  Bartlett  JG,  Gorbach  SL,  Nichols  RL, 
Ochi  S.  Preoperative  oral  antibiotics  reduce  septic  complica- 
tions of  colon  operations:  results  of  prospective,  randomized, 
double-blind  clinical  study.  Ann  Surg.  1977;  186-251-9. 

35.  Condon  RE,  Bartlett  JG,  Nichols  RL,  Schulte  WJ,  Gorbach 

SL,  Ochi  S.  Preoperative  prophylactic  cephalothin  fails  to 
control  septic  complications  of  colorectal  operations:  results 

of  controlled  clinical  trial.  Am  J Surg.  1979;  137:68-74. 

36.  Slama  G,  Carey  LC,  Fass  RJ.  Comparative  efficacy  of  prophy- 
lactic cephalothin  and  cefamandole  for  elective  colon  surgery. 
Am  J Surg.  1979;  137:593-5. 

37.  Nichols  RL,  Condon  RE,  DiSanto  AR.  Preoperative  bowel 
preparation.  Arch  Surg.  1977;  112:1493-6. 


e\d^  Z q ^ 

HO*'  eV**"1 

rfr*'*  eacXN 


*v 

■£.-~ 

_\Y\eS 

* ^ ' ^ 


co^' 


«***&>** 


C0<* 


rc\*v 


)\a°s’ 


cotf 


\\\W 


w o C»tc 


<oL-> 


Oe\a' 


,sNa?e 


N'je' 


sp*' 


65$ 


WIDE  RANGE  POCKET  $ RADIOS:  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


|PAl 


ALLENTOWN 


READING 

k MALVERN 
LANCASTER 


iMDl 


WILMINGTON 

I % 

BRIDGETON 

\ ATLANTIC  CITY 


WILDWOOD 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  R B C SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  Z FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


\\t/ 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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TABLE  9 

SURVIVAL  FROM  DATE  OF  THE  DIAGNOSIS 


Level  No.  of  Cases 


CORRECTION 

1 month  or  less 

Unknown  1 

III  1 

V 18 

Lemuel  Herrera,  M.D.,  has  called  our  attention 

2 months 

or 

less 

V 7 

to  several  errors  in  the  tables  published  along 

3 months 

4 months 

or 

or 

less  V 6 

less  Unknown  3 

with  his  paper,  “Primary  Carcinoma  of  the  Gall- 

V  3 

bladder  in  the  Wilmington  Medical  Center,”  which 

5 months 

or 

less 

0 0 

appeared  in  the  Delaware  Medical  Journal  in  De- 

6  months 

or 

less 

III  1 

cember,  1980  (52:639-46).  The  corrected  tables 

Less  than 

1 2 months 

V 1 

appear  below. 

Less  than 
Less  than 

24 

36 

months 

months 

III  6 

III  5 

More  than  36  months 

1 2 

54 

Cases  found  at  Autopsy  8 

TOTAL 

62 

TABLE  10 

Mean  Months 

TREATMENT 

LEVEL 

No.  of  Cases 

of  Survival 

NONE: 

Surgical  Exploration  and  biopsy 

V 

14 

1 

Found  at  Autopsy 

V 

8 

0 

SURGERY: 

Cholecystectomy 

1 

1 

38 

III 

1 

6 

V 

3 

2 

Unknown 

3 

4 

Cholecystectomy  and  Liver  Biopsy 

III 

4 

27 

V 

4 

1 

Unknown 

1 

1 

Cholecystectomy,  C.B.D.  Expl  and  biopsy 

1 

1 

60 

III 

6 

24 

V 

5 

3 

Cholecystectomy 

Choledocoenterostomy 

III 

1 

1 

V 

2 

2 

SURGERY  PLUS  CHEMOTHERAPY 

Cholecystectomy  plus 

III 

1 

30 

5 fluoracil 

V 

1 

11 

Cholecystectomy  plus 
choledocoenterostomy 
plus  5 fluoracil 

V 

1 

2 

Cholecystectomy  plus 
gastrostomy  plus 

V 

1 

3 

5 fluoracil 

Laparotomy  plus 

5 fluoracil 

V 

3 

4 

Laparotomy  plus 
MTX-  Nalostetin- 

V 

1 

2 

Cytoxan 
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Highlights 


NONSURGICAL  REMOVAL  OF  GALLSTONES  IN  CHINA: 
A BLEND  OF  CHINESE  AND  WESTERN  MEDICINE 


O.  J.  Pollak,  M.D.,  Ph.D.,  is  consulting  Path- 
ologist, Division  of  Public  Health  Laboratory , 
Department  of  Health  and  Social  Services;  and 
Medical  Director,  Laboratory  Technicians  Pro- 
gram, Delaware  Technical  and  Community  Col- 
lege, Georgetown,  Delaware. 

In  recent  years,  the  American  medical  com- 
munity and  the  American  public  have  been  sub- 
jected to  a staggering  dose  of  misinformation  about 
Chinese  medicines  and  about  medicine  in  China. 
Reports  on  the  broad  practice  of  traditional  medi- 
cine, the  use  of  extracts  of  toads  and  spiders,  and 
the  fabulous  success  of  acupuncture  for  anesthe- 
sia and  its  widespread  use  for  treatment  of  many 
diverse  ailments  have  been  lightly  exaggerated. 
Reports  about  medical  education,  the  barefoot 
doctors,  and  medical  services  have  also  been 
greatly  distorted. 

I am  not  surprised,  for  I have  been  a silent 
though  irritated  witness  to  a similar  dissemina- 
tion of  erroneous  information  about  American 
medicine  and  health  services  by  some  American 
physicians  with  whom  I travelled  to  the  People’s 
Republic  of  China  in  August  of  1980. 

On  the  other  hand,  some  remarkable  accom- 
plishments of  the  Chinese  have  received  little  or 
no  attention.  I will  cite  a few  of  their  many 
achievements,  then  single  out  one  for  comments. 
The  first  entry  on  my  list  is  the  advance  in  micro- 
surgery. I have  been  aware  of  their  progress  in 
reconstructive  surgery  for  two  decades  through 
well  documented  and  illustrated  essays  published 
in  the  Chinese  Medical  Journal,  which,  for  unex- 
plained reasons,  has  been  mailed  to  me  for  more 
than  25  years. 

Digits,  parts  of  limbs,  and  whole  limbs  severed 
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in  industrial  accidents  have  been  successfully 
grafted  by  the  Chinese  long  before  such  surgery 
was  attempted  in  the  US.  Good  results  have  been 
obtained  by  the  local  application  of  herbs  or  her- 
bal extracts  to  extensive  and  severe  burns.  Topi- 
cal treatment  of  snake  bites  by  injecting  trypsin 
into  the  wound,  a procedure  initiated  at  the  Guan- 
gxi  Medical  College  at  Nanking,  has  met  with 
great  success.  The  nearly  complete  eradication 
of  malaria  and  of  schistosomiasis  also  deserves 
mention. 

One  of  the  most  rewarding  Chinese  ventures 
which  has  met  with  wide  acceptance  throughout 
the  country  is  the  nonsurgical  removal  of  gall- 
stones which  was  introduced  in  1971  in  a 34-bed 
hospital  in  Tsingtao.  I admit  that  reading  the 
first  reports,  I was  skeptical,  especially  as  these 
were  published  at  a time  when  every  essay  had 
to  start  with  exhortation  by  Chairman  Mao  (who 
had  mastered  each  and  every  aspect  of  life  and 
thus  also  was  the  undisputed  authority  in  matters 
of  medicine). 

I suspected  that  the  calculi  which  had  disap- 
peared had  left  the  gallbladder  or  the  bile  ducts 
through  a fistula  rather  than  reaching  the  in- 
testinal lumen  via  the  ampulla  of  Vater.  But, 
seeing  is  believing. 

At  the  Sichuan  Medical  College  Hospital  at 
C'heng-Du,  I viewed  an  exhibit  of  gallstones  re- 
covered from  patients  who  had  been  treated  only 
medically.  I also  saw  the  x-ray  films  of  the  biliary 
system  taken  prior  to  treatment,  with  the  calculi  in 
situ,  and  the  corresponding  films  taken  after  the 
treatment,  without  the  gallstones.  The  largest 
specimen  in  the  collection,  from  an  84-year-old 
woman,  measured  3. 8x3x2. 8 cm.  The  stone  had 
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an  ovoid  shape,  a dark  grayish-green  color,  and 
a fine  granular  surface.  It  was  not  very  hard,  but 
it  was  intact  and  was  not  crumbling.  Obviously 
it  was  a combined  concretion,  as  were  all  of  the 
stones  in  the  display.  Pure  cholesterol  calculi 
do  not  occur  in  China,  nor  does  cholesterolosis 
of  the  gallbladder. 

The  incidence  of  cholelithiasis  is  high  in  China; 
the  medical  treatment  of  gallstones  represents  a 
blend  of  Chinese  and  Western  medicine.  Bacterial 
cholecystitis  and  cholangitis  are  frequent;  there- 
fore, all  patients  are  pretreated  with  modern  anti- 
biotics. When  the  patient  has  neither  fever  nor 
leukocytosis,  he  receives  a decoction  of  several 
medicinal  herbs  until  he  has  five  to  six  bowel 
movements  daily.  Expulsion  of  concretions  usually 
starts  about  four  hours  after  the  last  dose  of  the 
potion.  Up  to  20  doses  of  the  decoction  may  be 
needed  to  achieve  the  desired  result.  The  dis- 
charge of  calculi  is  always  accompanied  by  severe 
pain  for  which  Western  analgesics  are  given 
promptly  and  generously.  Where  there  are  many 


calculi  of  different  sizes,  the  small  ones  are  ex- 
pelled first.  If  a larger  stone  has  remained  be- 
hind, the  treatment  is  repeated. 

To  recite  the  exotic  names  of  the  herbs  seems 
futile.  Sources  of  identification  by  Chinese  names 
are  not  readily  accessible,  and  the  herbs  are  not 
available  to  us.  Apparently,  the  medication  stimu- 
lates bile  flow,  increases  internal  pressure,  and 
initiates  contractions  of  the  gallbladder.  At  the 
small  rural  hospital  in  Tsingtao  where  it  all 
started,  during  a five-year  period  more  than  six 
hundred  patients  have  been  treated  medically  for 
common  bile  duct  concretions  with  a claimed 
success  rate  of  82%. 

The  first  report  on  nonsurgical  removal  of  com- 
bined concretions  was  made  in  1971.  By  now 
the  number  of  patients  treated  throughout  the 
People’s  Republic  of  China  by  the  combined 
Chinese- Wes  tern  method  is  in  the  thousands.  The 
Chinese  decoction  and/or  its  components  should 
be  made  available  in  the  US,  at  least  for  trials. 


FOR  SALE: 

DOCTOR'S  OFFICE 
AND  HOME  IN 
NEW  CASTLE'S 
HISTORIC 
COMMERCE  AREA. 


Patterson-Schwartz  Realtors  is  offering  this  his- 
toric home  and  doctor’s  office  for  sale  at  212 
Delaware  Street. 

The  office  portion  includes  a waiting  room, 
nurse’s  station,  consultation  room,  examining 
room,  dressing  room,  lab,  library  and  powder 
room. 

The  main  house,  circa  1719,  is  three-storied  and 
has  large  rooms,  four  fireplaces  and  backs  to 
Battery  Park.  It  may  be  used  as  a residence  or 
as  an  inn,  antique  shop,  etc. 


To  see  this  fine  property  at  your  convenience, 
or  for  more  information,  call 


Ellen  C.  Peden,  GRI,  CRS 
328-9414  Office  328-8681  Residence 


Patterson  SchwSrtz 

Realtors 
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with  “test  factor  of  the  week.”  They  aren’t  re- 
juvenated and  are  eventually  buried  in  a backyard 
cemetery.  Todd  finds  out  about  this  and  boy,  is 
he  mad! 

Great  literature  involves  the  reader.  Good  litera- 
ture entertains.  Bad  literature  pretends  to  in- 
volve and  entertain.  Lawrence  Sanders  pretends 
for  358  pages. 

Edward  C.  Blasko 

Mr.  Blasko  is  a fourth-year  medical  student  at  Jefferson  Medical 
College. 

PRINCIPLES  OF  HEAD  AND  NECK  SURGERY,  2nd 
Edition,  H.  Robert  Freund,  M.D.,  Appleton-Century- 
Crofts,  New  York,  1975.  459  pp.  Illus.  Price 
$42.50. 

This  is  a revision  of  a previous  work  published 
in  1968.  There  are  nine  contributors  including 


general,  vascular,  oral,  and  plastic  surgeons  plus 
two  otolaryngologists.  Such  diversity  reinforces 
the  team  approach  advocated  in  the  introduction. 
There  is  also  a brief  history  of  head  and  neck 
surgery. 

The  scope  of  material  presented  is  broad  and 
encompasses  not  only  the  techniques  of  physical 
examination  specific  to  head  and  neck  tumors  but 
also  the  modalities  of  radiation  therapy  and  che- 
motherapy. As  might  be  expected,  the  bulk  of 
information  is  directed  toward  surgical  manage- 
ment with  emphasis  on  the  technical  aspects  of 
biopsy,  definitive  resection,  complications,  post- 
operative care,  and  rehabilitation.  The  text  is 
liberally  illustrated  and  subdivided  into  chapters 
which  correlate  with  specific  anatomic  areas  in 
the  head  and  neck. 

For  those  involved  in  the  surgical  treatment  of 
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patients  with  head  and  neck  tumors,  this  is  a 
valuable  reference. 

Dennis  R.  Witmer,  M.D. 

Dr.  Witmer  is  a third-year  Resident  in  the  Department  of 
Surgery,  Wilmington  Medical  Center. 

Mf  % 

ECHOCARDIOGRAPHY,  Third  Edition,  Harvey  Feig- 
enbaum,  M.D.,  Lea  and  Febiger,  Philadelphia, 
1981.  580  pp.  Illus.  Price  $35.00. 

The  tremendous  growth  of  echocardiography  in 
the  past  eight  years  is  reflected  by  the  relative 
sizes  of  the  first,  second  and  third  editions  of  this 
book.  Many  changes  in  echocardiography  have 
occurred  over  these  past  few  years,  and  probably 
the  major  advance  has  been  the  expanded  use  of 
two-dimensional  echocardiography.  Maintain- 
ing its  status  as  “the  standard  reference  text  on 
echocardiography,”  this  new  third  edition  presents 
a definitive,  thorough  discussion  of  instrumenta- 
tion, technical  aspects  of  application,  and  future 
trends  in  this  rapidly  expanding  field.  Massive 
coverage  of  the  relatively  new  two-dimensional 
system  is  the  major  part  of  this  new  volume  and 
the  principal  reason  for  its  expanded  size. 

Of  primary  importance  is  the  fact  that  this 
new  text  has  been  completely  reorganized.  No 
longer  are  the  individual  parts  of  the  echocardio- 
gram considered  as  isolated  entities  in  separate 
chapters.  Instead  the  book  is  organized  to  demon- 
strate the  intimate  relationship  between  echocar- 
diography and  clinical  cardiology.  After  discuss- 
ing the  technical  aspects  of  the  echocardiographic 
exam,  the  author  shows  how  this  new  tool  can 
help  in  many  potential  cardiologic  problems. 

Beyond  this,  the  book  serves  many  other  pur- 
poses. Following  each  chapter  are  scores  of  re- 
cently reported  studies  and  journal  articles.  And 
with  732  illustrations  (two  in  color),  the  volume 
functions  as  an  atlas  as  well.  Yet,  despite  all 
these  advances  the  new  edition  remains  surpris- 
ingly readable.  Clearly,  then,  this  new  text  rep- 
resents a superior  reference  for  cardiologists,  in- 
ternists, cardiac  technicians,  and  nurses  alike.  It 
should  be  in  every  reference  library;  and  this 
writer  heartily  recommends  it  for  any  physician 
or  student  interested  in  this  fascinating,  safe,  non- 
invasive  method  of  evaluating  the  heart. 

Christopher  H.  Wendel,  M.D. 

Dr.  Wendell  is  a Fellow  in  Cardiology  at  Alleghany  General 
Hospital,  Pittsburgh. 
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benefits 

package: 


*0ver  60  well  equipped  acute 
care  hospitals. 

'Selected  financial  assistance. 

'Management  consulting. 

'An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

'Locations  from  coast 
to  coast. 


If  you’re  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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Calendar 
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Office  Personnel 


Computer 
Applications  in 
Medical  Care 


Respite  Care:  Need, 
National  Models 
and  Local 
Resources 


Tomography 
Scanning  of  the 
Brain 


EXPO  Israel 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

The  Memorial  Division  Junior  Board,  Wilmington  Medical  Center,  has  published  a 
1982  DELAWARE  ENGAGEMENT  CALENDAR.  The  theme  of  the  calendar  is  “A 
potpourri  of  Happenings  in  Delaware,”  and  it  lists  events  in  and  around  the  area 
throughout  the  year  in  addition  to  noting  national  and  religious  holidays.  There  is 
ample  space  for  notes  on  each  date.  The  calendars  will  be  available  in  shops  through- 
out New  Castle  County  and  in  the  Dover  and  Rehoboth  Beach  areas.  They  are  $4 
each.  For  further  information,  contact:  Mrs.  William  Robelen,  (302)  764-3595. 


CLINICAL  NOTICES  AND  MEETINGS 

The  New  Castle  County  Medical  Society  will  present  two  all-day  seminars  for  physi- 
cians’ office  personnel.  The  workshops  are  “YOU,  THE  TELEPHONE  MANAGER” 
and  “THE  DOCTOR’S  TIME  AND  HOW  TO  SCHEDULE  IT.”  The  seminar  will 
be  held  on  Wednesday,  October  28,  1981,  and  repeated  on  Thursday,  October  29,  1981. 
It  will  be  held  at  the  Delaware  Academy  of  Medicine.  Luncheon  will  be  provided 
and  a nominal  registration  fee  will  be  charged.  For  more  information,  call  the  New 
Castle  County  Medical  Society  at  (302)  658-3168. 

The  Fifth  Annual  Symposium  on  COMPUTER  APPLICATIONS  IN  MEDICAL 
CARE  will  be  held  November  1-4,  1981,  at  the  Sheraton  Washington  Hotel  in  Wash- 
ington, D.C.  The  Office  of  Continuing  Medical  Education  of  the  George  Washington 
University  Medical  Center  certifies  that  this  activity  meets  the  criteria  for  28  hours  in 
Category  I toward  the  Physician’s  Recognition  Award  of  the  AMA.  Contact:  Janice 
Eldridge,  Registrar,  SCAMC — Office  of  CME,  George  Washington  University  Medical 
Center,  2300  K.  Street,  N.W.,  Washington,  D.C.  20037;  (202)  676-4285. 

The  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.  is  holding  its 
Annual  Fall  Staff  Conference  entitled  “RESPITE  CARE:  NEED,  NATIONAL  MOD- 
ELS AND  LOCAL  RESOURCES,”  on  Friday,  November  6,  1981,  at  the  duPont 
Country  Club.  Pre-registration  is  necessary.  Contact:  Rosanne  Griff-Cabelli,  Execu- 
tive Secretary,  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc., 
2705  Baynard  Boulevard,  Wilmington,  Delaware  19802. 

The  National  Institutes  of  Neurological  and  Communicative  Disorders  and  Stroke  is 
the  lead  sponsor  of  a National  Institutes  of  Health  Consensus  Development  Conference 
on  COMPUTER  TOMOGRAPHY  SCANNING  OF  THE  BRAIN,  to  be  held  at  the 
National  Institutes  of  Health  on  November  4-6,  1981.  For  program  information 
contact:  Dr.  Michael  D.  Walker,  Director,  Stroke  and  Trauma  Program,  (301)  496- 
2581.  For  administrative  information,  contact:  Mr.  Peter  Murphy,  Prospect  Associates, 
11325  Seven  Locks  Road,  Suite  220,  Potomac,  Maryland  20854,  or  call:  (301)  983- 
0535. 

Members  of  the  medioal  and  dental  professions  are  invited  to  visit  EXPO  ISRAEL 
at  the  Jewish  Community  Center,  November  14-22,  1981.  Of  special  interest  will  be 
exhibits  concerning  medical  technology.  On  November  18th,  8:30-9:30  p.m.,  Dr.  Harry 
Pinchas,  an  expert  on  military  medicine  from  the  State  of  Israel,  will  speak  on  “Medi- 
cine on  the  Battlefield.”  EXPO  hours:  November  14-19,  22 — 10:00  a.m.  to  10:00 
p.m.  November  20 — 10:00  a.m.  to  4 p.m.  November  21 — 5:00  to  10:00  p.m. 
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Dr.  R.  O.  Y.  Warren  The  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR,  sponsored  by  the  Dela- 
Memorial  Seminar  ware  Chapter  of  the  American  Academy  of  Pediatrics,  will  be  held  Friday,  November 
6,  1981,  at  the  Delaware  Academy  of  Medicine.  This  continuing  medical  education 
offering  meets  the  criteria  for  six  credit  hours  in  Category  I of  the  Physician’s  Recogni- 
tion Award  of  the  AMA.  To  register,  contaot:  The  Delaware  Academy  of  Medicine, 
1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  (302)  658-3166. 


American  Academy  The  American  Academy  of  Pediatrics  will  hold  its  1981  ANNUAL  MEETING  Ooto- 
of  Pediatrics  ber  31-November  5,  1981,  in  New  Orleans,  Louisiana.  For  further  information,  write: 
The  American  Academy  of  Pediatrics,  P.O.  Box  1034,  1801  Hinman  Avenue,  Evan- 
ston, Illinois  60204. 


Introduction  to 
Medical  and 
Scientific 
Illustration 


Steven  P.  Gigliotti,  Associate  in  Medical  Art,  Harrison  Department  of  Surgical  Re- 
search, University  of  Pennsylvania  School  of  Medicine  will  be  offering  a course  entitled, 
INTRODUCTION  TO  MEDICAL  AND  SCIENTIFIC  ILLUSTRATION  at  the  Dela- 
ware Art  Museum.  The  class  will  meet  on  Wednesday  mornings  from  10:00-12:00, 
September  16  to  December  16,  1981,  and  February  3 to  May  12,  1982.  The  tuition  fee 
for  each  semester  is  $80  for  nonmembers  and  $70  for  members  of  the  Museum.  Con- 
tact: Diane  B.  Stillman,  Curator  of  Education,  Delaware  Art  Museum,  2301  Kent- 
mere  Parkway,  Wilmington,  Delaware  19806,  (302)  571-9590. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  574%  Interest  and  Regular  Checking. 


N.O.W.  INTEREST  CHECKING  REGULAR  CHECKING 


Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That  s what  our  new  NOW  interest 
checking  actount  is  all  about  With  an 
average  monthly  deposit  of  $500.  your 
Artisans  N O W account  pays  you  5 .% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500.  there  s a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

ARTtSfinS’ 

SHVinns  BHnK 

Member  F D I C 

Banking  the  Way  You  Need  It 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balance  falls  below  $300.  there  s a $3  00 
service  charge  for  that  month  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


An  Equal  Housing  Lender 

In  New  Castle  Counry  call  658-6881 
In  Dover  674-32  I 4 • 9th  L Tatnall  Sts  . Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond  i. 
Graytyn  Shopping  Centers  and  Dover.  Delaware 
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Cancer  1981/ 
2001— An 
International 
Colloquium 


Medical 
Consequences  of 
Nuclear  Weapons 
and  Nuclear  War 


Critical  Issues 
in  Health  Law 


GAFP  Courses 


Behavioral  Medicine 
and  Primary  Care 
in  the  80s 


Perspectives  on 
Genes  and  the 
Molecular  Biology 
of  Cancer 


Emergency  Medicine 
Symposia 


A conference  sponsored  by  the  University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston  is  entitled  CANCER  1981/2001 — AN  INTERNATIONAL  COL- 
LOQUIUM. The  conference  will  be  held  November  10-14,  1981,  at  the  Shamrock 
Hilton  Hotel,  Houston,  Texas.  The  conference  marks  the  10th  anniversary  of  the 
National  Cancer  Program.  Contact:  Lisa  Long  or  Joan  Chin  at  (713)  792-3030;  or 
write:  The  University  of  Texas  System  Cancer  Center  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Texas  Medical  Center,  6723  Bertner  Avenue,  Houston,  Texas  77030. 

The  Philadelphia  Chapter  of  Physicians  for  Social  Responsibility  is  holding  a sym- 
posium entitled,  “THE  MEDICAL  CONSEQUENCES  OF  NUCLEAR  WEAPONS 
AND  NUCLEAR  WAR,”  which  will  be  held  Saturday,  November  14,  1981,  at  the 
Dunlop  Auditorium  of  the  University  of  Pennsylvania  School  of  Medicine.  Topics  will 
include  the  medical  effects  of  nuclear  war  and  economic  and  political  aspects  of  the 
nuclear  arms  race.  The  University  of  Pennsylvania  School  of  Medicine  designates 
this  continuing  medical  education  activity  as  meeting  the  criteria  for  six  credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  AM  A.  Contact:  Richard 
Steinman,  Coordinator,  Symposium  Committee,  Box  492,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  Pennsylvania  19104;  (215)  387-4135. 

The  American  Society  of  Law  and  Medicine  is  sponsoring  a conference  entitled, 
“CRITICAL  ISSUES  IN  HEALTH  LAW,”  which  will  be  held  November  19-20,  1981, 
at  the  Washington  Hilton  Hotel  in  Washington,  DC.  Contact:  Conference  Registrar, 
American  Society  of  Law  and  Medicine,  520  Commonwealth  Avenue,  Boston,  Massa- 
chusetts 02215;  (617)  262-4990.  Information  on  Society  membership  will  be  sent  upon 
request. 

The  Georgia  Academy  of  Family  Physicians  is  offering  the  following  courses:  PRI- 
MARY CARE  UPDATE  (125  CME  hours)  and  INFECTIOUS  DISEASES  AND  THE 
PRIMARY  CARE  PHYSICIAN  (50  CME  hours) . GAFP  courses  have  been  reviewed 
and  are  acceptable  for  AAFP  prescribed  CME  credit  hours  and  AM  A Category  I.  For 
further  information  about  these  and  other  GAFP  home  study  courses,  call:  (404) 
321-7445,  or  write:  GAFP  Educational  Foundation,  Suite  235,  11  Corporate  Square, 
Atlanta,  Georgia  30329. 

A CME  program  entitled,  BEHAVIORAL  MEDICINE  AND  PRIMARY  CARE  IN 
THE  80s,  will  be  presented  by  Professional  Institutes  and  the  University  of  South 
Carolina  School  of  Medicine,  December  4-11,  1981,  in  Honolulu,  Hawaii.  The  course 
is  approved  for  16  credit  hours  of  AM  A Category  I of  the  Physician’s  Recognition 
Award  and  approved  for  16  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  For  information,  contact:  Jeri  McClain,  Administrative  Assistant,  USC 
School  of  Medicine,  Office  for  Academic  Affairs,  Columbia,  South  Carolina  29208, 
or  call:  (803)  777-7470. 

PERSPECTIVES  ON  GENES  AND  THE  MOLECULAR  BIOLOGY  OF  CANCER 
is  the  topic  of  the  35th  annual  Symposium  on  Fundamental  Cancer  Research  to  be  held 
at  the  Shamrock  Hilton  Hotel,  March  2-5,  1982,  in  Houston,  Texas.  The  symposium 
will  focus  on  the  molecular  biology  of  cancer  and  explore  in  depth  the  metabolism 
involved  in  cellular  cancer  growth.  Contact:  Stephen  C.  Stuyck,  Director,  Public 
Information  and  Education,  M.D.  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner  Avenue,  Houston,  Texas  77030;  (713)  792-3030. 

The  Postgraduate  Institute  for  Emergency  Physicians  at  the  University  of  California, 
San  Diego  is  holding  its  1981-1982  Symposium  I,  II,  and  III.  Symposium  I will  be 
held  January  18-22,  1982,  and  May  10-14,  1982.  Symposium  II  will  be  held  December 
14-18,  1981,  and  March  15-19,  1982.  Symposium  III  will  be  held  June  7-11,  1982. 
All  symposia  will  be  held  in  San  Diego,  California.  Contact:  Office  of  Continuing 
Education,  University  of  California,  San  Diego,  School  of  Medicine  (S-005),  La  Jolla, 
California  92085.  Phone:  (714)  452-4955  or  (714)  452-3940. 
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In  Brief 


Pediatric  The  Office  of  Continuing  Medical  Education  and  Department  of  Pediatrics  of  the  Medi- 
Springfest  cal  College  of  Virginia  is  sponsoring  a PEDIATRIC  SPRINGFEST  on  April  22-24, 
1982,  at  the  Williamsburg  Hospitality  House,  Williamsburg,  Virginia.  Contact:  Kathy 
E.  Johnson,  Box  48,  MCV  Station,  Richmond,  Virginia  23298;  (804)  786-0494. 


Prevention  and  The  FIFTH  INTERNATIONAL  SYMPOSIUM  ON  PREVENTION  AND  DETEC- 
Detection  of  TION  OF  CANCER  will  be  held  in  Sao  Paulo,  Brazil,  on  May  16-20,  1982.  For  in- 
Cancer  formation,  abstracts,  brochures,  contact:  Medical  Congress  Coordinators,  1212  Avenue 
ol  Americas,  New  York,  New  York  10036,  or  call:  (212)  840-0110. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


BOARD  ELIGIBLE  ALLERGY/ IMMUN/INTERN- 
IST  seeks  practice  opportunity  in  Delaware.  For 
further  information,  contact:  Medical  Society  of 
Delaware.  Telephone:  (302)  658-3957. 


BOARD  CERTIFIED  UROLOGIST  with  interests 
in  urodynamics,  prosthetic  urological  surgery  and 
surgery  of  genitourinary  trauma,  seeks  practice  op- 
portunity in  Delaware.  Contact:  Medical  Society  of 
Delaware,  658-3957. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U  S. A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH"-'  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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A SEPARATE  HEALTH  AGENCY  FOR  DELAWARE 


Those  of  us  who  have  an  interest  in  the  health 
of  our  citizens  need  to  be  concerned  about  the 
events  that  have  led  to  the  present  status  of  our 
official  state  health  agencies.  The  purpose  of  the 
shift  from  the  commission  form  to  the  cabinet 
form  of  government  was  to  create  a more  efficient 
and  more  manageable  system.  From  my  observa- 
tion, this  has  not  been  accomplished  by  the  estab- 
lishment of  the  Department  of  Health  and  Social 
Services.  First,  as  one  of  the  largest  and  most 
diversified  agencies  in  the  state  government,  it  is 
difficult  for  the  Department  of  Health  and  Social 
Services  to  secure  a person  with  the  kind  of  ex- 
pertise necessary  to  lead  an  agency  of  this  magni- 
tude and  diversity.  In  the  short  history  of  this 
agency,  there  have  been  six  secretaries  serving 
under  three  governors,  not  to  mention  the  turnover 
in  the  professional  leadership  in  the  health  com- 
ponent within  the  department.  What  has  hap- 
pened to  the  morale  within  the  professional  ranks 
of  our  health  agency?  It  would  be  time  well  spent 
for  the  present  administration  to  address  itself  to 
this  issue.  Is  this  the  kind  of  instability  that  we 
in  the  health  sector  are  willing  to  tolerate  in  an 
agency  that  is  charged  with  the  protection  of  the 
health  of  our  people?  I think  not. 

What  expertise  have  the  present  or  the  past 
three  secretaries  had  in  the  field  of  public  health 
(and  I use  “public  health”  in  its  broadest  sense)? 
Do  we  in  the  health  profession  think  it  would  be 
advisable  for  our  Governor  to  have  an  expert  on 
health  matters  available  in  his  Cabinet  to  advise 
him  on  matters  of  health?  Our  present  Governor 
evidently  thought  it  advisable,  since,  during  his 
first  campaign,  he  ran  on  a platform  which  in- 


cluded a plank  calling  for  a separate  Department 
of  Health. 

I have  another  concern  relating  to  the  present 
structure  of  the  State  Board  of  Health,  which  has 
the  power  to  adopt  health  regulations  that  have 
the  effect  of  law.  The  present  board  is  made  up 
of  the  Secretary  of  the  Department  and  the  Direc- 
tor of  Public  Health.  Since  the  Director  of  Public 
Health  serves  at  the  pleasure  of  the  Secretary,  we 
in  essence  have  a one-person  board.  What  di- 
rector would  risk  a confrontation  and  a disagree- 
ment when  his  position  is  at  stake? 

Several  years  ago,  our  Society  sponsored  a bill 
which  would  have  created  a separate  Department 
of  Health.  The  bill,  which  was  introduced  in  the 
Senate,  addressed  itself  to  some  of  the  problems 
which  I have  outlined.  The  bill  had  a great  deal 
of  support  from  most  of  the  nongovernmental 
health  agencies  in  Delaware.  It  is  time  that  we 
again  pursue  this  avenue,  especially  since  our 
present  Governor  pledged  his  support  for  such 
a proposal.  Should  not  health,  which  is  our  most 
precious  resource,  command  a place  in  the  Gov- 
ernor’s Cabinet  and  be  headed  by  a competent 
health  professional  who  would  be  better  equipped 
to  advise  our  Governor  on  important  health  mat- 
ters that  have  an  impact  on  us  all? 


Robert  W.  Frelick,  M.D. 
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We  moke  office 
colls. 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 

To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

<-600-292-9525 

We’re  ready  to  help. 

Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 


elaware 
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BLUNT  INJURY  TO  THE  INNOMINATE  ARTERY: 
TWO  CASE  REPORTS 

Adnan  Cobanoglu,  M.D. 
Zakir  Hossain,  M.D. 


While  rupture  of  the  thoracic  aorta  is  well 
recognized  as  a frequent,  usually  fatal  injury  re- 
sulting from  high  speed  accidents,  rupture  of 
branches  of  the  aortic  arch  has  been  considered 
uncommon,  and  the  pattern  and  course  of  these 
injuries  have  received  relatively  little  attention. 
Innominate  artery  rupture  is  usually  fatal  and 
necessitates  prompt  recognition  and  surgical  treat- 
ment if  the  patient  is  to  have  any  chance  for  sur- 
vival. At  times  the  diagnosis  may  not  be  apparent, 
as  the  patients  may  remain  stable  in  spite  of  the 
magnitude  of  their  injuries. 

The  purpose  of  this  study  is  to  report  our  recent 
experience  with  two  cases  of  blunt  injury  to  the 
innominate  artery  in  which  the  patients  remained 
clinically  stable  and  surgical  repair  was  delayed. 
Subsequent  repair  was  successful  in  both  cases. 

Case  1 

A 19-year-old  male  was  admitted  to  the  Wil- 
mington Medical  Center  after  an  automobile  ac- 
cident. After  a brief  loss  of  consciousness,  he 
was  alert  and  oriented.  His  blood  pressure  was 
130/76  mm  Hg;  heart  rate,  60  beats  per  minute; 
and  respiration,  24  breaths  per  minute.  Multiple 
superficial  lacerations  and  abrasions  were  noted 

Dr.  Cobanoglu,  former  Chief  Resident  in  Thoracic  and  Cardio- 
vascular Surgery  at  the  Thomas  Jefferson  University  Hospital, 
Philadelphia,  is  a Fellow  in  Cardiac  Surgery  at  the  University  of 
Oregon  Health  Sciences  Center,  Portland. 

Dr.  Hossain  is  Senior  Attending  in  Thoracic  Surgery  at  the 
Wilmington  Medical  Center,  Wilmington. 
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over  his  left  mandibular  area,  the  dorsum  of  his 
right  and  left  hands,  and  his  left  lower  leg. 

There  was  tenderness  over  the  patient’s  left 
mandibular  area  and  the  upper  sternum.  His 
abdomen  was  soft  and  nontender.  The  pulses 
were  equal  bilaterally,  in  the  upper  and  lower  ex- 
tremities. Initial  heart  sounds  were  normal,  but 
subsequently,  a harsh  systolic  murmur  was  heard 
over  the  right  clavicular  area. 

Roentgenograms  showed  a fracture  across  the 
manubrium  of  the  sternum  with  some  posterior 
displacement  of  the  lower  fragment.  There  was 
no  mediastinal  widening  on  chest  roentgenogram. 
(Figure  1)  The  patient  was  admitted  to  the  sur- 
gical intensive  care  unit  for  observation.  He  con- 
tinued to  have  full  pulses  in  his  upper  extremities 
and  neck  bilaterally. 

Due  to  the  persistent  murmur  at  the  right 
clavicular  area,  an  aortic  arch  arteriogram  was 
performed  via  the  right  femoral  artery  on  the 
fifth  day  of  hospitalization.  This  revealed  intimal 
disruption  of  the  innominate  artery  commencing 
5 mm  distal  to  its  origin,  associated  with  small 
pseudoaneurysm  formation.  (Figure  2)  The  pa- 
tient underwent  median  sternotomy  and  explora- 
tion of  the  innominate  artery.  The  cerebral  circu- 
lation was  protected  with  a temporary  ascending 
aorta  to  right  common  carotid  artery  shunt.  A 
small  hematoma  around  the  take  off  of  the  in- 
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nominate  artery  with  transverse  intimal  disruption 
of  approximately  one  third  the  circumference  of 
the  vessel  was  found.  Resection  of  the  involved 
area  with  primary  end  to  end  anastomosis  was 
carried  out. 

The  patient’s  postoperative  course  was  compli- 
cated by  fever  secondary  to  a postpericardiotomy 
syndrome  which  readily  responded  to  treatment 
with  acetylsalicylic  acid.  He  was  discharged  on 
the  eighth  postoperative  day  and  was  still  asymp- 
tomatic at  the  time  of  his  office  visit  in  March, 
1980. 

Case  2 

A 53-year-old  male  was  brought  to  the  Wil- 
mington Medical  Center  shortly  after  a motor- 
cycle accident.  He  had  sustained  multiple  injuries, 
including  blunt  trauma  to  his  upper  ohest  and 
sternal  region. 

During  the  patient’s  initial  examination,  he 


FIGURE  1 

Patient  with  no  mediastinal  widening  on  admission 
chest  roentgenogram 
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complained  of  severe  shortness  of  breath  and  had 
apparent  difficulty  breathing.  His  blood  pressure 
was  150/100  mm  Hg;  heart  rate,  100  beats  per 
minute;  and  the  respiratory  rate,  28  breaths  per 
minute.  A 3 cm  laceration  of  the  chin  was  present, 
and  there  were  large  abrasions  and  ecchymosis  of 
the  anterior  upper  chest.  There  was  massive  sub- 
cutaneous emphysema  which  extended  from  the 
left  lateral  chest  wall  up  to  the  neck  and  down 
to  the  abdomen.  The  breath  sounds  were  reduced 
on  both  sides,  especially  on  the  left.  Abdominal 
examination  revealed  no  injury.  The  right  radial 
and  brachial  pulses  were  diminished  compared  to 
the  left  side,  and  the  right  hand  was  cooler  than 
the  left.  Roentgenograms  showed  considerable 
subcutaneous  emphysema,  bilateral  small  pneu- 
mothoraces, fracture  of  the  left  clavicle,  and  frac- 
tures of  the  second,  fourth,  and  fifth  ribs  on  the  left. 


FIGURE  2 

Intimal  disruption  of  the  innominate  artery  5 mm 
distal  to  its  origin. 
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complete  occlusion  of  the  right  innominate  artery 
about  half  an  inch  beyond  its  origin.  (Figure  4) 
The  right  common  carotid  artery  was  not  opaci- 
fied; the  right  subclavian  was  noted  to  fill  later 
through  the  right  vertebral  artery,  indicating  a 
subclavian  steal  syndrome.  (Figure  5)  Since  the 
patient’s  right  upper  extremity  was  clinically  un- 
compromised, more  time  was  allowed  for  the  ex- 
tensive abrasions  over  the  face,  neck,  and  chest 
to  heal  before  undertaking  reconstructive  surgery 
of  the  thrombosed  innominate  artery. 

Twenty-two  days  after  his  injury,  the  patient 
underwent  median  sternotomy  and  exploration  of 
the  innominate  artery.  The  innominate  artery  and 
the  common  carotid  artery  were  occluded  by  both 
old  and  fresh  clots  and  by  subintimal  hematoma 
in  the  innominate  artery.  The  aorta  itself  ap- 
peared normal.  A preclotted  bifurcating  14  mm 
Dacron  graft  was  utilized  to  establish  an  innomi- 
nate artery  to  distal  common  carotid  and  sub- 


FIGURE  4 

Complete  occlusion  of  the  innominate  artery  due  to 
trauma 


There  were  some  patchy  densities  in  the  left  upper 
lobe,  probably  representing  pulmonary  contusion. 
No  mediastinal  widening  was  perceived. 

The  patient  had  nasotracheal  intubation  and 
the  insertion  of  bilateral  chest  tubes,  after  which 
he  improved  markedly.  (Figure  3)  Fiberoptic 
flexible  bronchoscopy  was  performed  in  the  emer- 
gency room  soon  after  intubation.  No  definite 
tracheobrachial  injury  was  seen,  only  erythematous 
changes  in  the  upper  trachea.  The  patient  was 
taken  to  the  surgical  intensive  care  unit.  Due  to 
the  persistent  large  amount  of  air  leak  from  his 
chest  tubes,  bronchoscopy  was  repeated  a day 
later.  This  time  a linear  tear  of  the  left  antero- 
lateral surface  of  the  trachea  just  inferior  to  the 
vocal  cords  was  seen.  The  right  arm  remained 
viable  with  diminished  pulses.  Tracheostomy  was 
performed  because  of  retained  secretions  and  to 
facilitate  tracheal  healing.  The  air  leak  from 
chest  tubes  stopped  on  the  eighth  hospitalization 
day,  and  the  chest  tubes  and  the  traoheostomy 
tube  were  removed. 

An  aortic  arch  arteriogram  via  the  right  femoral 
artery  performed  10  days  after  admission  showed 


FIGURE  3 

Case  2.  Multiple  trauma  victim  with  endotracheal 
tube,  bilateral  chest  tubes  in  place 
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clavian  artery  bypass  on  the  right  side.  The  post- 
operative course  was  uneventful.  On  the  eighth 
postoperative  day  the  patient  was  asymptomatic 
with  bilaterally  equal  pulses  and  blood  pressures. 
During  an  office  visit  six  months  later,  the  patient 
had  excellent  pulses  on  the  right  arm  and  neck. 

Discussion 

Injury  to  great  vessels  at  the  thoracic  outlet  is 
uncommon;  few  surgeons  have  managed  more  than 
one  or  two  such  cases.  The  complex  anatomic 
relationship  of  the  subclavian  and  innominate 
vessels  which  are  encased  in  a bony  cage  makes 
exposure  and  vascular  control  difficult.  Injuries 
to  these  vessels  carry  high  reported  mortality  of 
7%  to  30%. 3-10 

The  mechanism  of  the  injury  is  a forceful  pos- 
terior movement  of  the  clavicle  and  the  sternum 
without  producing  fracture  but  sufficient  to  throm- 


FIGURE  5 

A steal  syndrome,  the  right  subclavian  artery  filling 
late  through  the  right  vertebral  artery 
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bose  or  injure  the  underlying  artery.  Patients  with 
injuries  that  could  conceivably  involve  the  great 
vessels  of  the  thoracic  outlet  should,  therefore, 
be  investigated  thoroughly.  The  absence  of  a 
pulse  distal  to  the  site  of  injury;  or  large  axillary, 
supraclavicular,  or  mediastinal  hematomas;  or 
bruits  at  these  locations,  should  lead  one  to  sus- 
pect such  an  injury.  Nonvascular  thoracic  injuries 
are  common  and  are  reported  to  be  as  high  as 
78%  in  some  series.  The  most  common  of  these 
are  rib  fractures,  pneumothorax  or  hemothorax, 
and  extremity  fractures.6-8 

If  clinically  occult  injuries  go  untreated,  late 
hemorrhage,  arteriovenous  fistulae,  and  false  an- 
eurysms are  to  be  expected  as  the  natural  course 
of  such  injuries.  Arteriography  is  the  single  most 
important  study  in  establishing  a diagnosis,  since 
the  practice  of  routinely  exploring  wounds  in  the 
area  of  the  innominate  artery  is  not  feasible  be- 
cause of  the  magnitude  of  such  an  operation.2  Ar- 
teriography at  times  reveals  subclavian  steal,  as 
was  the  case  in  our  second  patient.1 

The  importance  of  immediate  operation  in  most 
of  these  patients  has  been  stressed.  In  most  re- 
ports, all  patients  with  great  vessel  injuries  were 
operated  upon  on  the  day  of  admission.4-10  Ex- 
posure and  control  of  wounds  of  the  innominate 
artery  are  difficult  because  this  vessel  is  less  ac- 
cessible than  others  situated  more  distally  in  the 
extremities.  In  our  two  patients,  median  stern- 
otomy with  cervical  extension,  as  described  by 
others,  provided  excellent  exposure  and  control 
of  the  involved  vessels.1-2-3-9  With  a median  stern- 
otomy, it  is  possible  to  make  additional  incisions 
in  the  thorax,  neck,  axilla,  and  upper  arm  without 
repositioning  the  patient  if  additional  exposure 
becomes  necessary. 

Perfusion  of  the  cerebral  vascular  system  is  of 
major  importance,  since  the  incidence  of  paralysis 
following  occlusion  of  a carotid  artery  is  reported 
to  be  from  25%  to  75%  ,5-8  Distal  stump  pressure 
may  be  measured  by  direct  needle  puncture;  a 
pressure  of  50  mm  Hg  or  greater  indicates  ade- 
quate collateral  flow  via  other  systems.7  The  tech- 
nique of  first  inserting  the  bypass  graft  has  been  de- 
scribed. Bypass  from  the  ascending  aorta  to  the  dis- 
tal innominate  artery  with  a prosthesis  is  carried 
out  by  sideclamping  both  vessels  during  the  anas- 
tomosis. Thus,  cerebral  blood  flow  is  never  inter- 
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rupted.  Subsequently,  the  hematoma  is  entered 
and  arteriorraphy  is  carried  out.5  In  our  first 
patient  a shunt  was  necessary;  the  second  patient 
had  sufficient  collateral  flow. 

The  method  of  arterial  repair  is  individualized. 
Resection  with  an  end  to  end  anastomosis  is  uti- 
lized as  necessary.  If  a long  segment  of  artery  is 
destroyed,  resection  and  replacement  can  be  car- 
ried out  either  with  a prosthetic  graft  or  an  auto- 
genous vein  graft.  A graft  is  required  for  restora- 
tion of  continuity  in  most  patients.6 

Summary 

Blunt  injury  to  the  innominate  artery  must  be 
considered  in  any  patient  surviving  a severe  de- 
celeration or  crush  injury.  Delayed  diagnosis  and 
difficulties  encountered  in  the  operative  exposure 
of  the  region  are  the  major  factors  limiting  suc- 
cessful management.  Although  most  patients  re- 
quire immediate  surgery,  in  selected  cases  the 
treatment  may  be  delayed  and  repair  subsequently 


carried  out  successfully,  as  occurred  with  our  two 
patients. 

Perfusion  of  the  cerebral  vessels  is  usually 
necessary.  We  have  found  median  sternotomy 
with  cervical  extension  to  provide  excellent  ex- 
posure of  the  innominate  artery  and  the  other 
structures  at  the  thoracic  outlet.  Use  of  a pros- 
thetic graft  is  usually  necessary  to  restore  the 
continuity  of  the  injured  innominate  artery. 
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Letters  to  the  Editor 


MORE  ON  DISABILITY  AND  FIBROMYOSITIS 

Drs.  Labowitz  and  Newman  in  their  letter  to 
the  editor,  August,  1981,  which  discussed  my 
paper,1  state  that  the  course  of  fibromyositis  is 
benign  and  that  it  does  not  lead  to  the  disability 
seen  in  other  rheumatic  diseases.2 

Muhammad  Yunus,  Alfonse  T.  Masi,  et  al,  have 
recently  authored  the  most  comprehensive  review 
published  on  fibromyositis.  They  state  “fibro- 
sitis  or  fibromyalgia  and  other  forms  of  nonar- 
ticular  rheumatism  are  a common  cause  of  dis- 
ability, resulting  in  a high  proportion  of  absences 
from  work.”3  Later  in  their  review,  they  state 
“.  . . 12%  of  our  patients  were  diagnosed  to  have 
a potentially  crippling  disease.”'4 

Thus,  in  many  fibromyositic  patients,  disability 
is  an  integral  part  of  the  disease.  Disability  can 
result  from  chronic  pain,  as  well  as  the  fact  that 
12%  of  patients  are  misdiagnosed  as  having  a 
potentially  crippling  disease.  By  the  time  the 
correct  diagnosis  is  made,  a significant  percentage 
of  patients  have  retired  on  disability,  curtailed 
their  personal  and  family  responsibilities,  and  are 
major  rehabilitation  problems. 

The  latest  edition  of  Hollander’s  textbook,  in 
discussing  the  prognosis  of  fibromyositis,  states: 

The  meager  effects  of  the  most  intensive 
multidisciplinary  efforts  at  rehabilitation 
of  these  apparently  fit  patients  is  in  strik- 
ing contrast  to  the  relative  ease  with  which 
major  functional  improvement  can  be  ef- 
fected in  most  patients  with  rheumatoid 
arthritis.5 

Some  previously  refractive  fibromyositic  patients 
with  significant  pain  and  disability  will  respond 
dramatically  to  fluphenazine  and  amitriptyline. 
Reuler  et  al  state  that  phenothiazines  and  anti- 
depressants are  frequently  tried  and  can  be  ef- 
ficacious in  refractory  pain  syndromes.0  They 


also  say,  “the  doses  required  are  generally  lower 
than  those  used  for  psychotherapeutic  effect.” 

Whether  a physician  treating  fibromyositic  pa- 
tients elects  therapy  with  fluphenazine  and  ami- 
triptyline, depends  on  his/her  evaluation  of  bene- 
fits versus  risks. 

As  mentioned  in  my  report,1  the  dose  of  flu- 
phenazine was  low  (3  mgm  maximum),  the  dura- 
tion of  treatment  short  (two  to  three  months  maxi- 
mum), the  patients  were  young  (age  26  to  45), 
and  all  patients  were  told  to  promptly  report  any 
muscular  twitching  or  other  extrapyramidal  signs. 
The  manufacturer  of  fluphenazine  believes  that 
all  these  qualifications  help  to  minimize  the  risk 
of  tardive  dyskinesia.7 

A prospective  study  is  now  in  progress.  The 
protocol  for  this  study  was  discussed  in  detail 
with  Dr.  Frederic  C.  McDuffie  (senior  Vice-Presi- 
dent, Arthritis  Foundation,  Atlanta,  Georgia),  a 
foundation  (that  had  expressed  interest  in  support- 
ing this  study),  and  me.  The  unamimous  con- 
sensus was  that  a controlled,  double  blind,  cross- 
over study  was  preferable.  However,  it  costs 
$1,000  per  patient  to  obtain  an  eight  hour  sleep 
EEG  for  two  days  prior  to  therapy  and  again  two 
days  after  therapy.  It  is  impossible  to  justify 
spending  this  amount  of  money  on  control  patients 
at  this  time. 

A generous  donation  of  foundation  financial 
support  and  physician  time  has  enabled  us  to  pro- 
ceed with  a study  in  which  six  to  12  fibromyositic 
patients  will  have  sleep  EEGs  before  and  after 
therapy  with  fluphenazine  and  amitriptyline.  If 
these  fibromyositic  patients  have  impaired  stage 
4 sleep  prior  to  therapy  with  reversal  to  normal 
after  therapy,  then  impaired  stage  4 sleep  may  be 
involved  in  the  pathogenesis  of  fibromyositis  and 
not  an  incidental  finding.  In  this  case,  the  efficacy 
of  fluphenazine  and  amitriptyline  in  fibromyositis 
and  perhaps  other  chronic  pain  syndromes  may  be 
explained  by  improved  stage  4 sleep. 

Ronald  G.  Connolly,  M.D. 
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NOTICE 

The  September/Ootober  issue  of  Du  Pont 
Magazine  was  a special  report  discussing  the 
Du  Pont  Company’s  commitment  to  health, 
including  articles  on  their  x-ray  film,  surgical 
drape  fabrics,  pharmaceutical  endeavors  and 
other  similar  materials.  Any  physician  who 
would  like  a copy  may  request  one  from:  Spe- 
cial Health  Care  Issue,  Du  Pont  Magazine, 
N-2533,  Wilmington,  Delaware  19898. 
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INFECTIOUS  DISEASES:  DIAGNOSIS  AND  MAN- 
AGEMENT, Edited  by  Thomas  T.  Yoshikawa,  M.D., 
Anthony  W.  Chow,  M.D.,  and  Lucien  B.  Guze,  M.D., 
Houghton  Mifflin  Publishers,  Boston,  1980.  864  pp. 
Illus.  Price  $19.95. 

This  book  was  written  to  provide  a readily 
available  source  of  information  on  the  broad  as- 
pects of  infectious  diseases  for  the  student  and 
practicing  physician.  It  is  an  updated  source  of 
information  with  an  easy  reference  format.  The 
emphasis  is  on  clarity  and  comprehensiveness 
without  too  much  depth  to  make  it  a useful  clinical 
text.  Thus,  it  is  divided  into  sections  depending 
upon  the  organ  system  affected,  the  infecting  agent, 
and  the  type  of  infectious  disease.  In  addition, 
there  is  a review  of  diagnostic  and  laboratory  pro- 
cedures. 

For  the  clinical  practice  of  diagnosing  and  treat- 
ing infectious  diseases,  this  text  accomplishes  its 
purpose  of  being  a useful,  current,  and  complete 
reference  source. 

Herbert  H.  Heym,  M.D. 
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HELIX,  by  Desmond  Ryan  and  Joel  Shuridn,  Pocket 
Books,  Inc.,  New  York,  1981.  Paperback. 

A crazy  kid  biologist,  hot  after  a Nobel  prize, 
fools  around  with  gene  splicing  in  an  illicit  lab 
hidden  away  in  a closet  of  a prestigious  Philadel- 
phia research  institute. 

A rogue  virus  gets  loose,  and  he  pays  with  his 
life  along  with  tens  of  thousands  of  Philadelphians 
who  drop  in  the  streets  like  flies.  The  epidemic 
is  halted  when  Philadelphia  is  put  under  reverse 
siege.  To  contain  the  plague,  the  city  is  ringed- 
round  by  troops,  tanks,  and  warships,  while  Air 
Force  helicopters  and  jets  are  overhead  ready  to 
shoot  down  anything  trying  to  fly  out. 


Of  course  the  hero  scientists  come  through  at 
the  end  with  a vaccine,  after  they  figure  out  that 
the  virus  has  somehow  “mated”  with  a strain  of 
Hemophilus.  Although  their  science  is  a little 
shaky,  the  duo  writers  tell  a good  story,  and  it  is 
especially  good  fun  if  you  know  Philadelphia  well. 
Many  characters  and  places  are  familiar  (the  may- 
or, Wistar  Institute,  Pennsylvania  Hospital)  and, 
of  course,  the  story  was  obviously  inspired  by  the 
appearance  of  Legionnaire’s  Disease  in  that  un- 
fortunate hotel. 

Dene  T.  Walters,  M.D. 

Continued  on  page  578 
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CAMPYLOBACTER  ENTERITIS 


F.  Marc  LaForce,  M.D. 


Abstract 

Prospective  studies  in  Denver  have  shown  that 
C.  fetus  subsp.  jejuni  is  the  most  common  bacterial 
pathogen  isolated  in  patients  with  acute  gastroen- 
teritis. Clinical  features  of  most  patients  with 
Campylobacter  enteritis  resemble  those  of  any 
acute  gastroenteritis.  Some  distinguishing  charac- 
teristics include  suddenness  of  onset,  the  high  prev- 
alence of  watery  often  bloody  diarrhea,  and  die 
presence  of  leukocytes  on  fecal  smear.  More 
seriously  ill  patients  may  present  with  a syndrome 
indistinguishable  from  that  of  ulcerative  colitis. 
Campylobacter  enteritis  is  largely  a self-limited 
disease  requiring  fluid  and  electrolyte  replacement. 
In  severe  cases  erythromycin  or  tetracycline  ther- 
apy may  be  indicated.  Animal  reservoirs  are 
doubtlessly  important  in  the  epidemiology  of  Cam- 
pylobacter infections;  for  the  most  part,  however, 
patients  presenting  with  Campylobacter  enteritis 
have  an  unclear  source  of  infection. 

Introduction 

Over  the  past  decade  a number  of  “new  dis- 
eases” have  been  recognized.  Perhaps  the  most 

Dr.  LaForce  is  a member  of  the  Medical  Service,  Veterans  Ad- 
ministration Medical  Center  and  of  the  Division  of  Infectious 
Diseases,  University  of  Colorado  School  of  Medicine,  Denver. 

This  paper  is  an  adaptation  of  his  presentation  at  the  18th 
Annual  Infectious  Disease  Symposium  at  the  Academy  of  Medicine, 
May  7,  1981. 
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dramatic  example  is  that  of  Legionnaire’s  Disease 
and  the  family  of  organisms  making  up  the  Legion- 
ella group.  A similar  example  is  the  recognition 
of  Campylobacter  fetus  subsp.  jejuni  as  an  im- 
portant cause  of  acute  enteritis. 

Campylobacter  fetus , once  called  Vibrio  fetus, 
was  well  described  as  an  unusual  isolate  in  patients 
with  endocarditis,  abscesses,  thrombophlebitis,  or 
meningitis.  For  the  most  part  these  patients  were 
debilitated  or  immunosuppressed.  A major  ad- 
vance in  our  understanding  of  Campylobacter  in- 
fections occurred  in  1957  when  King,  working 
with  bacterial  isolates  sent  to  the  Center  for  Dis- 
ease Control,  noted  that  some  blood  isolates  had 
atypical  biochemical  reactions.1  Moreover,  these 
“related  Vibrios,”  as  they  came  to  be  known,  were 
strongly  associated  with  diarrheal  illnesses  and 
are  now  known  as  Campylobacter  fetus  subsp.  je- 
juni. 

From  1972  to  the  present,  an  increasing  recogni- 
tion of  the  importance  of  Campylobacter  fetus 
subsp.  jejuni  as  an  important  cause  of  diarrhea  in 
man  was  developed.2'4  These  advances  have  oc- 
curred as  a result  of  the  development  of  better 
microbiologic  techniques  for  the  isolation  of  Cam- 
pylobacter from  stool  specimens.  This  review  will 
summarize  several  facets  of  Campylobacter  en- 
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teritis  and  will  emphasize  our  experience  in  Den- 
ver with  this  organism. 

Microbiology 

Three  subspecies  of  Campylobacter  fetus  have 
been  identified;  fetus,  intestinalis,  and  jejuni.  The 
subspeoies  intestinalis  is  the  most  frequent  blood 
isolate,  while  jejuni,  the  subject  of  this  paper,  is 
an  important  cause  of  human  diarrhea. 

C.  fetus  subsp.  jejuni  is  a slender  curved  Gram- 
negative  rod.  This  organism  possesses  a single 
polar  flagellum  and  has  a characteristic  corkscrew- 
like  motion  on  phase-contrast  microscopy. 

C.  fetus  subsp.  jejuni  is  not  isolated  on  routine 
culture  media  used  for  stool  cultures.  A selective 
culture  medium  using  Brucella  agar  with  10% 
sheep  red  blood  cells  and  amphotericin  B,  cepha- 
lothin,  polymyxin,  trimethoprim,  and  vancomycin 
has  been  tested  and  found  to  be  an  excellent  cul- 
ture medium  for  Campylobacter .5  Colony  counts 
as  low  as  102  or  103  per  gram  stool  can  be  reliably 
recovered  using  such  a medium.  A thioglycollate 
broth  with  the  above  antimicrobials  can  serve  as 
an  excellent  transport  medium.6 

The  organism  is  microaerophilic  and  grows  best 
in  an  atmosphere  of  5%  to  6%  oxygen  and  3% 
to  10%  carbon  dioxide.  The  organism  grows  well 
at  32°C,  37°C,  and  42°C,  but  not  at  25°C. 
Growth  is  seen  at  24  and  48  hours.  Colonies 
tend  to  swarm  and  typical  colonies  can  be  Gram 
stained.  If  vibrio  forms  are  seen,  oxidase  and 
catalase  tests  should  be  performed  (both  positive 
for  C.  fetus  subsp.  jejuni ).  A simple  but  accurate 
confirmatory  test  is  examination  of  a suspension  of 
the  organism  under  dark  field  or  phase-contrast 
conditions  where  a darting  type  of  motility  is  ob- 
served. 

Epidemiology 

From  1978  to  1980  about  4.6%  of  all  stool  iso- 
lates from  patients  with  acute  gastroenteritis  in 
Denver  were  positive  for  C.  fetus  subsp.  jejuni. 
Comparative  percentages  for  Salmonella  and  Shi- 
gella were  3.4%  and  2.9%  respectively.7  Thus, 
Campylobacter  was  the  most  common  cause  of 
bacterial  enteritis  in  Denver. 

Campylobacter  isolates  were  more  common  in 
the  summer  months,  and  a greater  preponderance 


of  isolates  came  from  young  adults  (10-20  years), 
a finding  not  noted  in  patients  with  positive  cul- 
tures for  Salmonella  or  Shigella.7 

Studies  in  Denver  have  also  evaluated  human 
and  animal  reservoirs  of  C.  fetus.8  A high  rate  of 
recovery  was  found  in  symptomatic  household 
contacts  of  positive  patients  while  a low  rate  of 
isolation  was  noted  among  asymptomatic  contacts. 
Thus,  there  was  a high  degree  of  correlation  be- 
tween isolation  of  C.  fetus  subsp.  jejuni  and  dis- 
ease. 

Follow-up  cultures  in  patients  showed  that 
about  three  quarters  were  culture  negative  at  three 
weeks,  a finding  also  noted  in  a Swedish  study.5 
These  data  suggest  that  a long  carrier  state  is  not  a 
feature  of  Campylobacter  infection.  Isolation  rates 
from  asymptomatic  men  and  women  are  low,  rang- 
ing from  1.4%  in  European  studies  to  none  of  700 
asymptomatic  men,  women,  and  children  cultured 
in  Denver.  Thus,  it  would  seem  appropriate  to 
conclude  that  human  carriers  are  not  an  important 
reservoir  of  C.  fetus  subsp.  jejuni  in  America. 

These  results  are  in  striking  contrast  with  data 
from  Africa  and  Bangladesh.  African  studies  have 
shown  that  Campylobacter  is  present  in  16%  of 
unselected  asymptomatic  young  children.9  In  a 
recent  Bangladesh  study  Campylobacter  was  iso- 
lated from  18%  of  healthy  village  children  aged 
one  to  five  and  one-half  years  and  38%  of  one- 
year-old  children.10  Infected  children  had  a two- 
fold greater  history  of  recent  diarrheal  illness 
than  did  a group  of  culture  negative  matched 
controls.  These  data  suggest  a large  human  reser- 
voir of  C.  fetus  subsp.  jejuni  in  children  and  adults 
from  developing  countries.  More  detailed  epi- 
demiologic and  seroepidemiologic  studies  are  neces- 
sary in  order  to  define  the  importance  of  these 
high  carrier  rates. 

Animal  reservoirs  are  probably  important  ones 
for  C.  fetus  subsp.  jejuni.  The  organism  is  wide- 
spread in  the  animal  kingdom  and  has  been  found 
as  a commensal  in  sheep,  swine,  dogs,  and  cats. 
Recent  studies  have  shown  isolation  rates  as  high 
as  66%  in  some  species  of  migratory  waterfowl.11 

Animal  contact,  particularly  that  of  puppies, 
has  been  implicated  in  a number  of  outbreaks  of 
Campylobacter  enteritis.  The  importance  of  this 
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association  was  strengthened  after  microbiologic 
studies  in  four  Denver  kennels.8  Seventy-four  of 
271  (27.4%)  kennel  dogs  were  positive  for  C. 
fetus.  Distribution  of  these  isolates  by  age  of  dogs 
was  striking:  35%  of  all  puppies  (less  than  three 
months  of  age)  were  positive  while  only  9%  of 
adult  dogs  (greater  than  six  months)  were  posi- 
tive. 

Campylobacter  can  be  a milk-borne  disease.12'13 
Over  a two-month  period  ending  February  1981, 
five  counties  in  Oregon  reported  a total  of  91  iso- 
lates of  C.  fetus  subsp.  jejuni  from  persons  with 
diarrhea.  Of  these  91  persons,  52  (57%)  gave 
a history  of  having  consumed  raw  milk  before  the 
onset  of  illness.  Seventy-six  other  members  in 
the  households  of  these  index  patients  also  drank 
raw  milk  and  one  third  of  these  persons  developed 
diarrhea,  while  none  of  19  members  who  did  not 
drink  raw  milk  had  diarrhea.  These  data  suggest 
that  unpasteurized  milk  may  be  an  important 
vehicle  in  the  spread  of  C.  fetus  subsp.  jejuni. 

Water  can  also  be  an  efficient  vehicle  for  the 
spread  of  Campylobacter.  In  1978,  Bennington, 
Vermont,  suffered  a large  outbreak  of  Campylo- 
bacter enteritis.14  Household  survey  data  suggested 
that  as  many  as  20%  of  the  town’s  population  of 
10,000  may  have  been  affected.  The  source  of 
the  Campylobacter  was  never  determined  except 
that  tests  for  residual  chlorine  in  town  water  dur- 
ing the  epidemic  were  consistently  negative.  Cam- 
pylobacter can  survive  at  high  titers  for  as  long  as 
two  weeks  in  tap  water  at  4°C.15 

Clinical  Features 

Acute  gastroenteritis  is  the  most  common  mani- 
festation of  infection  with  C.  fetus  subsp.  jejuni.5 
The  onset  of  illness  is  sudden  with  fever,  malaise, 
myalgia,  arthralgia,  and  generalized  cramping  ab- 
dominal pain.  The  abdominal  pain  is  intermittent 
and  variable  in  intensity  with  all  quadrants  of  the 
abdomen  involved.  Usually  within  24  hours  after 
onset  of  abdominal  pain  most  patients  complain 
of  loose  stools  which  become  watery  or  mucoid 
and  often  bloody.  Abdominal  pains  are  most 
severe  during  the  peak  of  diarrhea.  Symptoms 
may  last  from  one  day  to  three  weeks.  Severity 
of  the  illness  is  variable  but  in  most  cases  it  is 
brief  and  self-limited.  Of  importance,  about  one 
quarter  of  patients  can  be  expected  to  relapse 
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with  symptoms  a bit  less  than  those  experienced 
during  the  initial  episode. 

When  seen  by  physicians,  patients  with  Campy- 
lobacter enteritis  are  often  febrile  with  abdominal 
tenderness.  Gross  or  occult  blood  can  be  expected 
to  be  found  in  stools  in  about  two  thirds  of  patients. 
Rigors  are  distinctly  unusual.  An  important  labo- 
ratory characteristic  is  the  presence  of  fecal  leuko- 
cytes on  methylene  blue  staining  of  stool  speci- 
mens. 

Some  patients  with  Campylobacter  enteritis  may 
present  with  a syndrome  indistinguishable  from 
acute  ulcerative  colitis.16 17  These  are  usually  young 
patients  who  are  systemically  ill  with  fever,  acute 
abdominal  pain,  and  bloody  diarrhea.  Sigmoido- 
scopic  findings  include  friable  mucosa  and  bloody 
exudates  which  on  smear  show  sheets  of  poly- 
morphonuclear leukocytes.  Rectal  biopsies  show 
infiltration  of  the  lamina  propria  with  inflammatory 
cells  and  crypt  abscesses.  These  patients  all  re- 
spond promptly  to  erythromycin  after  recognition 
that  Campylobacter  is  the  infecting  agent.  Thus, 
it  is  important  that  Campylobacter  infection  be 
ruled  out  in  all  patients  presenting  with  acute 
ulcerative  colitis. 

Treatment 

Campylobacter  enteritis,  like  so  many  other 
acute  episodes  of  gastroenteritis,  is  often  self- 
limited, and  enteric  carriage  of  Campylobacter 
does  not  usually  persist  for  longer  than  one  month. 
For  mild  cases  treatment  should  be  supportive 
with  replacement  of  fluid  and  electrolyte  losses. 
For  more  severe  illness,  or  for  patients  who  re- 
lapse, specific  antimicrobial  therapy  should  be  con- 
sidered. However,  it  should  be  emphasized  that 
the  effect  of  antimicrobial  therapy  on  duration  of 
carriage  has  not  been  fully  studied. 

In  vitro  studies  show  that  Campylobacter  fetus 
subsp.  jejuni  is  most  susceptible  to  erythromycin, 
choramphenicol,  gentamicin,  and  tetracycline. 
Penicillin  and  cephalosporins  are  inactive  against 
this  agent.  For  acute  gastroenteritis,  erythromy- 
cin has  become  the  agent  of  choice  because  of  its 
ease  of  administration  and  low  toxicity.  Treat- 
ment with  erythromycin  or  tetracycline  for  a week 
results  in  virtually  complete  success. 
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PERCUTANEOUS  TRANSLUMINAL  CORONARY 
ANGIOPLASTY 

In  1964  Dotter  and  Judkins  introduced  a per- 
cutaneous catheter  technique  to  dilate  femoral  ar- 
teries obstructed  by  atherosclerotic  lesions.  This 
technique  was  modified  by  Andrew  Gruntzig  for 
use  in  coronary  arteries.  The  first  percutaneous 
transluminal  coronary  angioplasty  (PTCA)  was 
performed  in  man  by  Gruntzig  in  September, 
1977. 

Percutaneous  transluminal  coronary  angioplasty 
is  performed  by  a technique  similar  to  coronary 
angiography.  The  dilitation  catheter  is  a double 
lumen  catheter  with  a sausage-shaped  balloon  at 
its  end  whioh  can  be  inflated  at  4 to  6 atm  to  a 
predetermined  diameter  of  2 to  3.7  mm.  A guid- 
ing catheter  is  first  positioned  under  fluoroscopic 
guidance  into  the  ostia  of  the  appropriate  coro- 
nary artery,  the  dilitation  catheter  then  advanced 
through  the  guiding  catheter  to  and  through  the 
site  of  obstruction,  and  the  balloon  inflated  for 
three  to  five  seconds  in  an  attempt  to  compress  the 
atherosclerotic  lesion  and  widen  the  lumen.  If 
unsuccessful,  the  procedure  may  be  repeated. 

The  ideal  candidate  for  PTCA  is  a symptomatic 
patient  who  has  a discrete,  noncalcdfied,  proximal 
coronary  artery  stenosis.  An  extremely  tight  sten- 
osis can  not  be  dilated  because  the  dilating  cathe- 
ter will  not  pass  through  the  lesion.  Successful 
dilitation  is  not  likely  if  symptoms  are  present  for 
more  than  six  months.  To  date,  most  experience 
with  PTCA  has  been  in  patients  with  single  vessel 
disease  (90%  of  the  patients  in  the  NHLBI*), 
but  PTCA  has  also  been  performed  in  patients 
with  double  vessel  disease,  triple  vessel  disease, 
left  main  stenosis,  and  narrowing  of  a coronary 
artery  bypass  graft.  Because  of  a high  attrition 
rate  in  patients  with  left  main  stenosis  treated  with 
PTCA,  coronary  artery  bypass  graft  is  still  the 

•NHLBI;  National  Heart,  Lung  and  Blood  Institute  Trial. 

Del  Med  Jrl,  Nov  198 1— Vol  53,  No  1 1 


preferred  form  of  therapy  for  correction  of  sten- 
osis of  the  left  main  coronary  artery. 

Approximately  8 to  10%  of  all  patients  now 
considered  to  be  candidates  for  coronary  artery  by- 
pass graft  might  be  candidates  for  percutaneous 
transluminal  coronary  angioplasty  instead.  In  this 
group,  dilitation  would  be  expected  to  be  success- 
fully performed  in  60%,  while  another  6 to  8% 
of  those  in  whom  it  was  attempted  would  require 
emergency  CABG  because  of  sudden  occlusion  of 
the  vessel  being  dilated.  To  date,  there  is  a 3% 
perioperative  infarction  rate  and  overall  hospital 
mortality  of  1%. 

Initial  symptomatic  improvement  has  been  noted 
in  80  to  85%  of  patients  who  undergo  successful 
angioplasty;  data  concerning  the  long-term  efficacy 
of  the  procedure  are  incomplete.  Some  investiga- 
tors have  reported  20%  incidence  of  restenosis 
within  the  first  three  months. 

Percutaneous  transluminal  coronary  angioplasty 
is  now  becoming  an  established  therapeutic  pro- 
cedure in  the  treatment  of  symptomatic  coronary 
artery  disease.  As  with  the  development  of 
CABG,  a learning  phase  is  in  process  during  which 
there  will  undoubtedly  be  improvement  in  mor- 
bidity, mortality,  and  the  definition  of  those  lesions 
able  to  be  successfully  dilated.  Since  coronary 
artery  disease  is  an  ongoing  process,  PTCA  may 
be  the  preferred  intervention  early  in  the  natural 
history  of  coronary  artery  disease  while  it  is  a 
single  vessel  disease,  thereby  delaying  the  need  for 
CABG. 

Before  PTCA  becomes  widely  utilized,  a com- 
parison with  surgery  is  needed  and  certain  ques- 
tions need  to  be  answered.  What  are  the  long- 
term effects  of  percutaneous  transluminal  coronary 
angioplasty,  and  what  specific  role  should  it  play 
in  the  treatment  of  multivessel  coronary  artery 
disease? 

Edward  M.  Goldenberg,  M.D. 
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HYPERTHYROIDISM:  UNCERTAIN  CAUSE, 
UNCERTAIN  TREATMENT 

Most  hyperthyroidism  in  this  country  is  seen  in 
patients  with  diffuse  goiters.  Such  patients  have 
elevated  radioactive  iodine  uptakes  and  other  labo- 
ratory criteria  which  are  diagnostic  of  hyperthy- 
roidism. These  individuals  are  said  to  have 
“Grave’s  disease,”  and  are  offered  either  temporiz- 
ing therapy  (antithyroid  drugs)  or  definitive  abla- 
tive therapy  (radioactive  iodine  or  surgery). 

Unfortunately,  therapeutic  efforts  are  hampered 
by  the  fact  that  there  is  tremendous  heterogeneity 
among  patients  with  hyperthyroidism.  Some  pa- 
tients will  be  distressingly  refractory  to  therapy 
with  antithyroid  drugs,  and  even  subtotal  thy- 
roidectomy will  not  cure  their  hyperthyroidism.  In 
these  patients,  disproportionately  large  doses  of 
radioactive  iodine  given  in  several  treatment 
courses  are  necessary  to  ablate  their  overactive 
thyroid  function.  Other  patients  will  be  extremely 
sensitive  to  drugs  blocking  biosynthesis  of  thyroid 
hormone,  and  will  also  be  readily  rendered  hypo- 
thyroid with  only  modest  doses  of  radioactive 
iodine  or  by  surgery. 

Correlation  of  the  ease  of  cure  with  the  initial 
severity  of  thyrotoxicosis,  the  size  of  the  gland, 
or  the  elevation  in  radioactive  iodine  uptake  is 
poor.  Although  there  is  some  suggestion  in  the 
literature  that  patients  with  small  goiters  may  be 
more  sensitive  to  antithyroid  drug  therapy,1  this 
has  not  been  an  universal  experience.  Many  pa- 
tients with  large  goiters  are  sensitive  to  therapy, 
while  other  patients  with  small  goiters  are  sur- 
prisingly resistant. 


In  the  greater  Wilmington  area,  the  Department 
of  Nuclear  Medicine  (DNM)  of  the  Wilmington 
Medical  Center  is  responsible  for  administering 
radioactive  iodine  therapy  for  hyperthyroidism. 
The  DNM  has  attempted  to  avoid  posttherapy  hy- 
pothyroidism by  giving  repetitive,  small  doses  of 
radioactive  iodine  rather  than  a single  therapeutic 
dose.  Although  this  approach  may  have  de- 
creased the  incidence  of  posttreatment  hypothy- 
roidism, there  is  a strong  feeling  that  there  must 
be  determinable  criteria  which  would  allow  pre- 
treatment  selection  of  patients  who  will  be  sensi- 
tive to  therapy  versus  those  in  whom  resistance 
will  exist. 

Although  we  classify  all  patients  with  diffuse 
goiters  and  hyperthyroidism  under  the  heading 
Grave’s  disease,  the  fact  is  that  many  of  these 
patients  have  coexisting  Hashimoto’s  thyroiditis.2 
This  is  proven  by  the  presence  of  antithyroid  anti- 
bodies, organification  defects  in  the  uptake  of 
radioactive  iodine,  and  the  large  size  of  the  thy- 
roid proportional  to  the  degree  of  the  hyperthy- 
roidism present. 

Patients  with  severe  hyperthyroidism  measured 
by  radioactive  iodine  uptake  and  relatively  small 
goiters  may  have  pure  Grave’s  disease.  Patients 
with  more  modest  hyperthyroidism  associated  with 
large  goiters  frequently  have  “Hashitoxicosis,”  the 
combination  of  Grave’s  disease  with  Hashimoto’s 
thyroiditis  in  varying  proportions.  These  patients 
usually  have  higher  titers  of  antithyroid  antibodies 
than  the  patients  with  pure  Grave’s  disease  and 
also  have  easily  demonstrable  organification  de- 
fects. They  also  may  be  more  responsive  to  all 
types  of  antithyroid  therapy. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 

UPJOHN 
HEALTHCARE 
SERVICES  v 

23'9  Pennsylvania  Avenue 
Wilmington.  DE  19806 


Telephone:  656-2551 


566 


Del  Med  Jrl,  Nov  198 1— Vol  53,  No  1 1 


Editorials 


The  severity  of  Grave’s  disease  is  mediated  by 
the  presence  of  thyroid  stimulating  immunoglobu- 
lins (TSI),  and  the  frequency  of  relapse  after 
treatment  has  been  shown  to  be  proportional  to 
the  titer  of  these  TSI.3  Furthermore,  some  investi- 
gators believe  the  presence  of  thyroid  growth  im- 
munoglobulins (TGI)  may  be  responsible  for  the 
goiter  formation  in  patients  with  thyrotoxicosis.4 

Because  the  DNM  is  responsible  for  treating 
large  numbers  of  patients  with  autoimmune  thy- 
roid disease  and  hyperthyroidism,  a plan  has  been 
developed  to  investigate  some  of  the  indices  men- 
tioned above  in  a prospective  manner  in  patients 
undergoing  radioactive  iodine  therapy.  Patients 
who  give  informed  consent  to  be  so  evaluated  will 
have  the  usual  screening  studies  performed  prior 
to  their  radioactive  iodine  treatment.  In  addition, 
a perchlorate  discharge  test  will  be  performed  to 
document  the  presence  of  an  organification  defect. 
Blood  samples  will  be  drawn  and  reserved  for 
eventual  evaluation  for  serologic  markers  of  auto- 
immune thyroid  disease.  Treatment  will  then  pro- 
ceed in  the  usual  manner,  with  patients  being 
rendered  euthyroid  with  radioactive  iodine.  Fol- 
low up  blood  work  will  then  be  obtained,  and  at 
the  end  of  the  study,  clinical  and  serologic  param- 
eters will  be  correlated  with  response  to  therapy. 

This  study,  which  is  now  in  progress,  should 
allow  us  to  achieve  a better  understanding  of  the 
etiology  of  hyperthyroidism  in  patients  with  dif- 
fuse goiter.  It  may  also  enable  more  successful 
prediction  of  the  therapeutic  dose  of  radioactive 
iodine  to  control  hyperthyroidism  without  causing 
subsequent  iatrogenic  hypothyroidism.  Perhaps 


we  shall  also  eventually  learn  that  these  parame- 
ters will  also  predict  responsiveness  to  other  forms 
of  treatment  for  hyperthyroidism. 

William  L.  Jaffee,  M.D. 
Robert  L.  Meckelnburg,  M.D. 
John  F.  Reinhardt,  M.D. 

Dr.  Reinhardt  is  a second-year  resident  in  the  Department  of 
Medicine  at  the  Wilmington  Medical  Center. 

REFERENCES 

1.  Greer  MA.  Rammer  H,  Bonma  DJ.  Short-term  antithyroid  drug 
therapy  for  the  thyrotoxicosis  of  Grave’s  disaese.  N Engl  J 
Med.  1977;  297:173-6. 

2.  Volpe  R.  The  role  of  autoimmunity  in  hypoendocrine  and  hy- 
perendocrine  function  with  special  emphasis  on  autoimmune 
thyroid  disease.  Ann  Intern  Med.  1977;  86-99. 

3.  Hardisty  CA,  Hanford  L,  Munro  DS.  The  prediction  of  relapse 
after  drug:  treatment  of  Grave’s  disease  by  assay  of  long  acting 
thyroid  stimulator-protector  (LATS-P).  Clin  Endocrinol.  1981; 
14:509-17. 

4.  Thyroid  autoimmune  disease:  A broad  spectrum.  Lancet.  1981; 
8225:874-5. 

^ as  % 

MATZ’S  PRINCIPLES  OF  MEDICINE,  Part  II 

In  1977,  Dr.  Robert  Matz,  a New  York  intern- 
ist, codified  “some  of  the  rules  and  principles  by 
which  the  profession  has  survived  and  operated 
up  to  the  present  time.”1-2  With  his  permission 
we  are  reprinting  some  of  Matz’s  Principles  in  sev- 
eral installments.  Ed. 

1.  To  err  is  human,  but  to  really  mess  things  up 
requires  a computer. 

2.  No  amount  of  genius  can  overcome  a pre- 
occupation with  detail. 

3.  Good  intentions  randomize  behavior  and  are 
far  more  difficult  to  cope  with  than  malicious 
behavior.  If  good  intentions  are  combined 
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with  stupidity,  it  is  impossible  to  out  think 
them. 

4.  Biologic  phenomena  cannot  be  determined  in 
a democratic  manner.  The  decision  for  or 
against  a given  mode  of  therapy  cannot  be 
made  by  plebiscite. 

5.  The  more  questionable  the  indications  for  re- 
questing a laboratory  test,  the  greater  the 
problem  the  test  results  will  cause. 

6.  Nature  always  sides  with  the  hidden  flaw  in 
the  system. 

7.  Every  psychoneurotic  ultimately  dies  of  or- 
ganic disease. 

8.  The  leaving  of  an  order  never  cured  a patient. 
No  patient  was  ever  cured  by  a laboratory 
determination. 

9.  A good  heart  and  kidneys  can  surmount  all 
but  the  most  willfully  incompetent  fluid  regi- 
men. 

10.  A physician’s  life  is  a constant  and  losing 
battle  against  obsolescense. 

11.  The  problem  with  calling  in  a consultant  is 
that  you  may  feel  obligated  to  take  his  advice. 

12.  If  a particular  treatment  cannot  help  a pa- 
tient, the  fact  that  nothing  else  can  does  not 
constitute  an  indication  for  that  therapy. 
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MORBIDITY  AND  MORTALITY  OF  DU  PONT 
CHEMISTS 

A recent  study  of  over  3700  Du  Pont  Company 
male  chemists  revealed  that  as  a group  Du  Pont 
chemists  have  a lower  mortality  rate  than  other 
salaried  employees  of  the  Du  Pont  Company.  In 
particular,  deaths  from  lung  cancer  and  arterio- 
sclerotic heart  disease  were  lower  than  expected. 
There  were  fewer  than  expected  cases  of  diagnosed 
canoer  at  all  sites,  although  the  chemists  as  a group 
appeared  to  be  of  slightly  higher  risk  for  death  of 
cancer  of  the  colon  and  had  a slightly  higher  than 
expected  rate  of  melanoma  and  prostate  cancer. 

Among  the  75  female  chemists,  who  were  only 
2%  of  the  total,  deaths  from  all  causes  including 
suicide  were  more  frequent  than  expected.  An- 
other study  of  the  same  group  analyzed  for  ab- 
sences of  eight  or  more  consecutive  days  due  to 
illness.  As  a group,  the  chemists  were  significantly 
healthier,  with  fewer  claims  for  absences  from  any 
kind  of  disease  and  50%  lower  than  expected  in- 
cidence rates  of  first  myocardial  infarction  than 
other  salaried  employees  of  Du  Pont.1-2 
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FISSION  IN  THE  NUCLEAR  FAMILY 


Aaron  Lipman,  Ph.D. 


To  paraphrase  Alexander  Haig,  who  para- 
phrased Mark  Twain,  “The  rumors  of  the  death 
of  the  family  are  highly  exaggerated.”  The  family 
has,  however,  changed.  That  is  why  I have  entitled 
my  talk  “Fission  in  the  Nuclear  Family”  rather 
than  “Death  of  the  Nuclear  Family.” 

The  dictionary  defines  fission  as  a “splitting 
apart,”  a “division  into  parts.”  With  the  help 
of  historical  scholarship  and  by  viewing  the  family 
with  a sociological  perspective,  we  can  gain  a bet- 
ter understanding  of  what  I mean  by  fission  in 
the  nuolear  family. 

In  the  agricultural  societies  of  a few  hundred 
years  ago,  families  were  larger.  A description 
of  colonial  families  by  the  historian  Demos  shows 
that  three  hundred  years  ago  the  family  usually 
consisted  of  six  persons,  a couple  and  their  four 
children.  Most  women  gave  birth  to  six  to  eight 
children,  but  many  did  not  survive  because  of  the 

Dr.  Lipman  is  Professor  of  Sociology  at  the  University  of 
Miami,  Coral  Gables,  Florida. 

This  paper  is  an  adptation  of  his  presentation  to  a symposium 
entitled  Family  vs.  Bureaucracy  in  Elder  Care,  sponsored  by  the 
Division  of  Aging,  Department  of  Health  and  Social  Services, 
May  1981. 
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high  mortality  due  to  infectious  diseases.  Although 
the  immediate  family  consisted  of  six  persons,  the 
household  was  usually  larger,  frequently  including 
boarders,  indentured  servants,  and  often  a spinster 
aunt. 

There  is  an  American  myth,  which  is  sometimes 
called  the  “Western  family  of  nostalgia,”  that 
sometime  in  the  past  there  lived  an  American 
family  composed  of  grandma,  grandpa,  married 
son,  married  daughter,  and  grandchildren,  who 
all  lived  together  and  shared  responsibilities  in  a 
world  where  husbands  and  wives  always  loved 
each  other  and  children  never  cried.  In  reality, 
the  three-generational  family  was  never  prevalent. 
In  Massachusetts  in  1885,  only  about  3%  of  re- 
lated persons  in  households  were  grandparents  and 
grandchildren,  one  reason  being  the  short  life  ex- 
pectancy. In  feudal  Europe,  only  those  wealthy 
enough  to  have  sufficient  land  to  support  several 
families  could  live  together.  Although  there  are 
more  people  now  than  ever  before  who  have  elderly 
parents,  multigenerational  households  are  also 
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atypical  today  because  of  the  desire  on  the  part 
of  both  young  and  old  to  be  independent. 

In  the  agricultural  society  the  family  had  mul- 
tiple functions.  It  was  a work  unit;  everyone  in 
the  family  worked  to  produce  its  food,  make  its 
clothing,  etc.  The  heads  of  the  families,  invariably 
male,  also  functioned  as  employers  and  bosses. 
One  of  the  consequences  of  the  removal  of  the 
economic  activity  from  the  home  has  been  the 
weakening  of  the  patriarchal  tradition. 

The  family  also  fulfilled  educational  functions; 
children  learned  all  their  needed  skills  and  knowl- 
edge from  their  parents. 

The  family  also  had  a protective  function  whioh 
gave  the  father  legal  authority  to  use  corporal 
punishment  on  his  wife  and  children,  as  well  as  to 
control  his  wife’s  property  and  earnings.  Recrea- 
tion and  even  religion  took  place  in  the  home. 
And,  of  course,  the  family  served  the  function  of 
reproduction,  sexual  control,  and  the  satisfaction 
of  affectional  needs. 

From  one  generation  to  the  next,  the  family 
and  its  functions  did  not  change  very  much.  The 
major  social  change  came  with  the  beginning  of 
the  industrial  revolution,  whioh  accelerated  the 
process  of  urbanization.  Work  was  then  separ- 
ated from  the  home  and  family.  Except  for  a 
wealthy  few,  women  and  children  continued  to 
work.  In  the  urban  environment  children  even- 
tually became  an  economic  liability  rather  than 
an  asset,  and  family  size  shrank. 

Families  which  migrated  to  the  city  increas- 
ingly took  the  form  of  the  nuclear  family,  ie,  par- 
ents and  ohildren,  but  there  is  pervasive  evidence 
that  ties  with  their  extended  kin  network  were 
maintained.  In  spite  of  the  fact  that  now  fewer 
than  10%  of  the  elderly  live  in  three-generational 
households,  they  have  not,  in  fact,  been  ousted 
from  their  families  by  the  transition  to  industriali- 
zation and  urbanization.  Most  parent,  child,  and 
family  relations  remain  unbroken  throughout  the 
life  cycle.  Much  of  the  myth  of  the  isolated 
family  comes  from  a confusion  of  family  with 
household,  and  of  separation  with  isolation. 

Following  urbanization  and  industrialization, 
many  of  the  family’s  functions  were  partially 
taken  over  by  specialized  organizations.  The  fam- 
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ily’s  economic  function  was  taken  over  by  factories 
and  industry,  education  was  taken  over  by  schools, 
and  the  government  provided  many  protective 
functions.  The  family,  however,  still  remained 
the  primary  agent  of  socialization  of  the  child  and 
the  locus  of  biological  reproduction,  warmth,  af- 
fection, and  intimacy.  It  has  often  been  referred 
to  as  a “shock  absorber,”  “a  haven  in  a heartless 
world.” 

As  the  family  adjusted  to  industrial  society,  it 
became  a unit  of  consumption  rather  than  pro- 
duction. Particularly  in  middle  class  families, 
the  husband  increasingly  became  the  sole  bread- 
winner, while  the  wife  concentrated  on  being  a 
wife  and  supermother,  a process  that  sociologists 
call  the  division  of  labor  along  instrumental,  task- 
oriented  functions  for  the  male  and  expressive 
roles  for  the  female,  who  provided  emotional 
support  for  husbands  and  children. 

By  the  1950s,  the  typical  wife  concentrated  on 
raising  children  and  keeping  house.  It  was  felt 
that  the  family  was  specialized  to  provide  psycho- 
logical and  emotional  security  for  its  members, 
everyone  of  whom  was  considered  to  be  happy 
with  this  idealized  version  of  the  isolated  nuclear 
family.  But  this  version  of  the  family  did  not 
apply  to  those  families  in  which  the  wife  had  to 
work  outside  the  home  due  to  economic  necessity, 
or  to  single-parent  families,  which  were  then  con- 
sidered atypical.  National  studies  focused  on 
demonstrating  causal  relationships  between  a 
child’s  living  in  a single-parent  household  and  the 
child’s  becoming  delinquent,  failing  in  school,  de- 
veloping inappropriate  sex  role  attitudes  and  be- 
haviors, or  exhibiting  other  types  of  pathology. 

As  the  pace  of  technological  change  increased 
during  the  1960s,  underlying  tensions  surfaced. 
Alvin  Toffler  called  this  phenomenon  “future 
shock.”  Many  women  moved  into  the  work  force, 
gained  economic  rights,  and  began  demanding 
legal,  social,  and  sexual  equality.  Whereas  in 
1920,  only  23%  of  working  women  were  married, 
today,  60%  are  married.  Ninety  percent  of 
young  women  today  can  be  expected  to  work 
outside  the  home  sometime  during  their  lives. 

Although  5 1 % of  the  work  force  is  now  com- 
posed of  women,  many  having  young  children, 
full  economic  equality  has  been  elusive.  In  the 
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US,  women  earn  about  60%  of  what  men  earn;  in 
the  Soviet  Union,  65%.  Even  in  Sweden  full- 
time employed  women  earn  only  70%  of  what 
full-time  employed  males  earn. 

Technological  and  family  changes  brought  about 
changes  in  values.  One  of  the  major  changes 
has  been  a search  for  self-fulfillment  and  freedom 
of  choice.  Women  everywhere  are  now  demand- 
ing equal  status  with  men.  In  1938,  75%  of  the 
American  population  disapproved  of  a wife’s  work- 
ing if  her  husband  was  capable  of  supporting  her. 
In  1978,  only  25%  disapproved.  Much  more 
value  is  now  placed  on  the  individual’s  quality  of 
life  and  his/her  emotional  needs.  Eighty-three 
percent  of  all  Americans  now  believe  that  it  is 
acceptable  to  be  married  but  not  have  children; 
75%  say  it  is  morally  acceptable  to  be  single  and 
have  children. 

As  people  search  for  self-expression  and  self- 
fulfillment,  several  incompatibilities  become  evi- 
dent. People  want  intimacy  and  a sense  of  be- 
longing, but  they  also  want  independence,  free- 
dom, and  solitude.  They  want  deep  commitment 
to  one  person  and  also  the  freedom  to  grow  by 
sampling  others.  According  to  one  study,  the 
proportion  of  wives  who  declare  themselves  satis- 
fied with  their  marriages  drops  from  52%  in  the 
second  year  to  6%  by  the  22nd  year.  As  people 
search  for  self-actualizing  experiences,  they  more 
readily  accept  equality  between  the  sexes.  But 
working  wives  still  have  the  primary  responsibility 
for  child  rearing,  even  when  both  parents  work. 
Although  husbands  are  more  involved  in  house- 
hold chores  than  ever  before,  there  are  very  few 
househusbands,  and  the  working  wife  continues 
to  bear  the  primary  responsibility  for  the  house- 
work. 

There  is  now  a greater  tolerance  for  variant 
family  forms,  most  of  them  based  on  voluntary 
commitment,  suoh  as  communes,  family  networks 
or  clusters,  cohabitation,  and  affiliated  families  in 
which  friends  are  substituted  for  kin  who  are  bio- 
logically related.  Cohabitation  is  now  accepted 
by  about  75%  of  those  under  30. 

The  traditional  nuclear  family  in  which  the 
husband  is  head  of  the  household  and  the  sole 
breadwinner  now  constitutes  only  7%  of  all  fami- 
lies in  the  US  today.  Single-parent  families  are 


on  the  increase,  and  father-headed  families  are 
becoming  more  frequent  (15%)  as  courts  award 
custody  to  fathers.  Families  headed  by  women, 
however,  are  disproportionately  poorer.  Divorce 
frequently  results  in  “reconstituted”  families.  Di- 
vorces have  increased  steadily,  partially  due  to  a 
different  conception  of  marriage  which  carries 
different  expectations.  The  law  has  followed  this 
cultural  change;  it  is  now  legally  easier  to  get  a 
divorce  than  ever  before. 

Longevity  may  be  one  factor  in  divorce.  Form- 
erly people  didn’t  have  to  adjust  to  45  years  of 
marriage.  Today,  for  the  first  time,  more  marri- 
ages are  dissolved  by  divorce  than  by  the  death 
of  a spouse.  In  1973,  about  915,000  divorces 
occurred,  compared  to  about  947,000  deaths  of 
married  persons;  in  1974  the  corresponding  figures 
were  977,000  divorces,  927,000  deaths.  Although 
first  marriages  still  constitute  70%  of  all  marriages, 
their  percentage  is  declining  as  remarriages  in- 
crease. About  75%  of  divorced  persons  marry 
again,  about  half  within  three  years.  Interestingly, 
women  with  more  education  are  less  likely  to  re- 
marry than  those  with  less. 

Divorce  has  become  a transitional  stage  in  the 
life  cycle.  About  36%  of  all  first  marriages  can 
be  expected  to  end  in  divorce;  I feel  this  percentage 
will  increase.  About  44%  of  second  marriages 
end  in  divorce.  The  fact  that  most  divorced  per- 
sons remarry  tells  us  that  the  family  is  here  to  stay, 
albeit  in  a variety  of  forms. 

Because  of  our  inherent  need  for  intimacy  and 
the  security  of  emotional  ties  in  a world  of  rapid 
social  change,  the  family  is  still  the  primary  basis 
of  security,  whether  one  is  married  or  not.  Family 
ties  imply  permanent  membership,  membership 
based  on  obligation,  duty,  and  love,  and  not 
necessarily  on  similar  interests  or  beliefs.  For  ex- 
ample, John  Hinkley,  Jr.,  the  young  man  who 
shot  President  Reagan,  was  not  abandoned  by  his 
family. 

Family  members  still  represent  the  main  in- 
formal resources  for  both  instrumental  services 
and  socioemotional  support  at  every  phase  of  an 
individual’s  life.  A recent  National  Opinion  Re- 
search Center  survey  found  individuals  got  more 
satisfaction  from  their  everyday  family  roles  than 
either  their  work  or  leisure  activities. 
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Fission  in  the  Nuclear  Family — Lipman 

In  1929,  Robert  and  Helen  Lynd  wrote  a book 
entitled  Middletown,  a study  of  Muncie,  Indiana. 
Eight  years  later,  the  Lynds  wrote  Middletown 
in  Transition.  Between  1977  and  1979,  after  the 
Lynds  had  died,  a third  study  of  Middletown  was 
completed  by  Theodore  Caplow,  Middletown 
Families,  Fifty  Years  of  Change  and  Continuity. 
Surprisingly,  or  not  surprisingly,  Caplow  con- 
cluded that  there  was  “increased  family  solidarity, 
a smaller  generation  gap,  (and)  closer  marital 
communication.”  He  also  stated  that,  “No  other 
affiliative  bond  directly  links  as  many  of  the 
city’s  people  to  other  people  in  or  near  Middle- 
town  . . . Middletown  people  see  more  of  their 
closest  relatives  than  of  their  closest  friends,  and 
they  do  more  with  them.” 

The  family  also  implies  cross-generational  ties, 
in  contrast  to  friendship  which  is  often  based  on 
similarity  of  age  and  stage  in  the  life  cycle.  Family 
members,  bound  to  each  other  by  love  and  duty, 
especially  duty,  supply  the  major  support  to  the 
elderly  individual  residing  in  an  independent 
household.  Sociologists  differentiate  support  sys- 
tems for  the  elderly  as  existing  on  a formal,  in- 
stitutional, or  associational  level,  or  on  an  in- 
formal, individualized  level.  Formal  supports  in- 
clude those  offered  by  secondary  groups  such  as 
organizations;  supports  provided  by  family  mem- 
bers, friends,  neighbors,  or  other  primary  group 
members  are  designated  as  informal. 

The  formal  support  system  functions  in  the 
context  of  the  bureaucratic  structure.  Bureau- 
cracy’s contribution  toward  efficiency  and  ration- 
alized decision  making  is  well  known;  however,  its 
concern  with  rules,  regulations,  and  procedures 
rather  than  persons,  may  cause  it  to  become  dys- 
functional. Where  highly  routine  tasks  have  to 
be  performed  it  works  well,  but  the  bureaucrat 
may  develop  a trained  incapacity  for  flexibility, 
autonomy,  and  self-direction. 

There  is  ample  evidence  that  the  dynamics  of 
the  social  and  emotional  support  traditionally 
supplied  by  the  extended  family  are  still  in  opera- 
tion and  retain  their  primacy.  While  formal  and 
informal  support  systems  for  the  elderly  are  inter- 
related and  interfaced  at  many  junctures,  each 
type  of  support  system  functions  most  effectively 
in  specific  areas. 
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Special  Reports 


SUMMARY  OF  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  CEA 


A National  Institutes  of  Health  Consensus  De- 
velopment Conference  on  CEA  (carcinoembry- 
onic  antigen)  concluded  that  measuring  the  levels 
of  the  tumor  marker  CEA  in  the  blood  of  colo- 
rectal cancer  patients  is  the  best  noninvasive  tech- 
nique for  monitoring  the  disease  after  surgery. 
CEA  can  help  identify  the  disease  stage  and  ap- 
propriate treatment,  particularly  in  patients  with 
colorectal  or  lung  cancer. 

CEA  should  be  measured  in  colorectal  cancer 
patients  before  surgery  and  about  six  weeks  after 
surgery.  Failure  of  previously  elevated  CEA  to 
return  to  normal  levels  points  strongly  to  the  con- 
tinuing presence  of  cancer.  Using  the  presently 
available  radioimmunoassay,  2.5  ng/ml  is  stated 
to  be  the  upper  limit  of  normal  for  plasma  CEA 
levels.  Preoperative  plasma  CEA  levels  correlate 

The  Consensus  Conference  on  CEA  (Carcinoembryonic  Antigen): 
Its  Role  as  a Marker  in  the  Management  of  Cancer  was  sponsored 
by  the  National  Cancer  Institute,  assisted  by  the  Office  for  Medical 
Applications  of  Research,  Office  of  the  Director  NIH. 

The  complete  report  is  available  through  the  Medical  Society  of 
Delaware  office. 


with  the  clinical  stage  of  disease  in  several  tumor 
types.  Patients  with  colorectal  or  possibly  bron- 
chial carcinomas  whose  preoperative  CEA  levels 
are  at  the  lower  end  of  the  spectrum  have  better 
survival  rates  than  patients  whose  levels  are  in 
excess  of  10  ng/ml.  The  failure  to  observe  a re- 
duction of  a previously  elevated  preoperative  CEA 
titer  strongly  indicates  the  presence  of  residual 
tumor.  Also,  CEA  may  become  significantly  ele- 
vated before  metastatic  disease  can  be  detected. 
While  slowly  rising  levels  may  be  more  indicative 
of  local  recurrence,  rapidly  rising  values  reaching 
very  high  levels,  usually  in  excess  of  20  ng/ml, 
are  found  most  often  with  hepatic  and  osseous 
metastases.  Steadily,  markedly  rising  titer  is  in- 
dicative of  a poor  therapeutic  response. 

CEA  levels  can  rise  from  smoking,  benign  tu- 
mors, and  inflammatory  disorders.  Moreover, 
about  15  to  20%  of  patients  with  proved  cancers 
never  have  increased  CEA  levels.  Therefore,  CEA 
assays  should  not  be  used  in  cancer  screening. 
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Continued  from  page  557 

GRAVE'S  DISEASE,  by  Alan  E.  Lewis,  M.D.,  Medi- 
cal Examination  Publishing  Company,  Inc.,  Garden 
City,  New  York,  1980.  123  pp.  Illus.  Price  $12.00. 

The  title  of  this  book  is  somewhat  misleading, 
since  it  really  deals  with  the  diagnosis  and  treat- 
ment of  hyperthyroidism.  There  is  a presentation 
of  the  historical  and  physical  findings  of  hyper- 
thyroidism, with  a brief  discussion  of  laboratory 
tests  to  confirm  the  diagnosis  of  hyperthyroidism. 
The  rest  of  the  text  concerns  itself  with  discussing 
the  treatment  of  hyperthyroidism,  including  treat- 
ment in  special  situations  such  as  during  childhood 
and  in  pregnancy.  There  is  little  discussion  of  the 
pathophysiology  of  hyperthyroidism,  and  no  dis- 
cussion of  the  immunology  of  hyperthyroidism. 
Several  brief  case  reports  are  presented  to  give 
the  reader  a feel  for  the  broad  scope  of  problems 
encountered  in  treating  hyperthyroid  patients.  This 
book  would  be  primarily  useful  for  the  clinician 
who  wishes  to  learn  more  about  the  practical  as- 
pects of  treatment  of  hyperthyroidism.  The  book 
would  be  of  no  value  for  physicians  in  search  of  a 
more  scientific  discussion  of  the  pathogenesis  and 
treatment  of  hyperthyroidism. 

William  L.  Jaffee,  M.D. 

US  MS  £ 

INSECTS  AND  ALLERGY  AND  WHAT  TO  DO  ABOUT 
THEM,  by  Claude  A.  Frazier,  M.D.  and  F.  K.  Brown, 
University  of  Oklahoma  Press,  Norman,  Oklahoma, 
1980.  272  pp.  Illus.  Price  $14.95.  Paperback. 

Dr.  Frazier  is  an  allergist  in  general  and  an 
insect  allergist  in  particular.  He  has  collaborated 
with  writer  F.  K.  Brown  to  produce  a most  read- 
able, factual  volume. 

The  book  was  not  written  basically  for  the  phy- 
sician, but  I would  wholeheartedly  recommend  it 
to  him.  Anyone  who  is  active  outdoors  or  is  con- 
cerned with  allergy  or  professionally  associated 
with  the  cause  and  effect  of  insect  bites  and  stings 
should  be  familiar  with  this  book.  It  covers  bites 
of  everything  from  the  lowly  bed  bug  to  the  spider 
family,  including  the  somewhat  malignant  taran- 
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tula.  Bees,  wasps,  ants,  flies,  scorpions,  centi- 
pedes, chiggers,  ticks,  lice,  wheelbugs,  blister  bee- 
tles, and  puss  caterpillars  are  covered. 

The  information  includes  how  to  recognize  the 
enemy,  what  to  do  about  it,  when  to  seek  medical 
advice,  use  of  insecticides  and  repellants.  There 
is  even  a page  on  the  use  of  medical  warning  tags 
and  bracelets  and  where  to  obtain  them. 

If  you  would  like  to  make  your  own  insect  repel- 
lants from  standard  kitchen  condiments,  the  form- 
ulae are  presented. 

This  is  a reasonably  sized  paperback,  nicely 
catalogued  for  easy  reference.  I recommend  it. 

F.  B.  Lane  Haines,  M.D. 
% & % 

THE  PRACTICE  OF  CARDIOLOGY,  Edited  by  Robert 
A.  Johnson,  M.D.,  Edgar  Heber,  M.D.,  and  W.  Ger- 
ald Austin,  M.D.,  Little,  Brown  and  Company,  Bos- 
ton, 1980.  1 179  pp.  Illus.  Price  $59.95. 
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The  Practice  of  Cardiology  is  a new  cardiology 
text  authored  by  physicians  from  the  medical  and 
surgical  cardiac  units  at  the  Massachusetts  General 
Hospital.  The  stated  purpose  of  the  text  is  to  sur- 
vey the  status  of  modern  clinical  cardiology  from 
a clinician’s  viewpoint,  emphasizing  the  decision 
making  aspects  of  cardiology  practice. 

When  compared  to  other  major  cardiology 
texts,  The  Practice  of  Cardiology  is  more  man- 
ageable in  size,  but  still  remains  comprehensive  in 
scope.  Areas  covered  include  problems  common 
to  various  forms  of  cardiac  disease  (heart  failure 
and  cardiogenic  shock,  arrhythmias,  conduction 
disease  and  pacemaker  therapy,  and  cardiovascu- 
lar pharmacology),  coronary  artery  disease,  valvu- 
lar heart  disease,  myocardial  and  pericardial  dis- 
ease, congenital  heart  disease,  pulmonary  vascular 
disease,  hypertension,  diagnostic  techniques,  and 
perioperative  cardiac  care.  Information  presented 
is  up-to-date,  as  exemplified  by  the  current  dis- 
cussion on  the  pros  and  cons  of  aorto-coronary  by- 
pass surgery  and  percutaneous  transluminal  angio- 
plasty. The  text  is  amply  illustrated,  and  the 
chapters  are  well  documented  by  bibliography. 

The  Practice  of  Cardiology  is  unified  in  presen- 
tation and  lacks  much  of  the  redundancy  and 
needless  contradictions  often  found  in  texts  au- 
thored from  multiple  institutions.  Areas  of  valid 
controversy,  however,  are  not  ignored. 

From  the  negative  standpoint,  although  basic 
concepts  are  well  presented,  the  relative  brevity 
of  the  text  has  necessitated  that  detail  which  can 
often  add  color  and  clarity  be  deleted. 

The  Practice  of  Cardiology  is  a viable  alterna- 
tive to  the  other  major  texts  in  cardiology,  and 
can  be  recommended  to  all  clinicians  interested  in 
cardiovascular  disease. 

Arthur  W.  Colbourn,  M.D. 

& MS 

FETAL  HEART  RATE  MONITORING,  by  Roger  K. 
Freeman,  M.D.,  and  Thomas  J.  Garite,  M.D.,  Wil- 
liams and  Wilkins,  Baltimore,  1981.  177  pp.  Illus. 
Price  $27.00. 

Over  the  last  10  years,  electronic  fetal  heart 
rate  monitoring  (EFM)  has  made  an  impact  on 
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obstetrical  care  unprecedented  by  any  other  tech- 
nological advance.  Most  physicians  in  practice 
today  learn  about  EFM  through  brief  postgradu- 
ate courses  and  workshops,  since  they  are  not 
trained  in  the  use  of  EFM  during  their  residency. 
There  have  been  many  short  monographs  and 
programmed  self-education  pamphlets  written  on 
the  subject,  but  there  has  not  been  a comprehensive 
text  available.  Drs.  Freeman  and  Garite,  who 
did  much  of  the  research  on  this  matter,  felt  the 
great  need  for  such  a text  and  proceeded  to  write 
this  book. 

This  book  literally  covers  every  topic  in  EFM; 
it  contains  everything  from  the  history  of  moni- 
toring to  trouble-shooting  the  instruments  to  a 
discussion  of  the  risks  and  benefits  of  electronic 
fetal  monitoring.  I would  like  to  highlight  a few 
sections  which  I found  particularly  worthwhile. 

The  chapter  on  the  physiological  basis  of  fetal 
monitoring  was  nothing  short  of  exceptional.  The 
material  was  presented  in  a manner  that  enabled 
someone  who  is  a bit  rusty  with  the  basic  sciences 
to  follow  the  text  without  getting  lost  in  technical 
jargon. 

The  section  on  basic  pattern  recognition  was 
concise  and  to  the  point.  It  was  accompanied 
by  sample  tracings  of  every  possible  pattern. 
Though  some  tracings  were  hard  to  read  due  to 
the  quality  of  the  reproduction,  the  salient  points 
got  across  quite  clearly. 

Since  the  authors  felt  that  many  unnecessary 
C-sections  for  fetal  distress  are  performed  due  to 
physicians’  “over-reaction  to  benign  monitor  pat- 
tern,” a special  ohapter  was  devoted  to  the  clinical 
management  of  fetal  distress  as  well  as  fetal  scalp 
pH.  Many  examples  are  given  to  help  the  clinician 
pick  out  reassuring  signs  from  the  tracings  so  he 
may  learn  when  to  intervene.  The  authors  feel 
that  proper  interpretation  can  cut  down  unneces- 
sary interventions.  They  quote  an  intrapartum 
C-section  rate  of  less  than  2%  in  12,000  deliveries 
over  four  years  with  one  fetal  mortality  at  their 
institution. 

Perhaps  the  most  instructive  part  of  the  book 
is  the  section  on  antenatal  monitoring  of  the  high 
risk  patient.  The  current  thinking  concerning  the 
use  and  limits  of  the  OCT,  NST,  as  well  as  bio- 
chemical parameters,  was  summarized.  The  man- 


agement of  eaoh  risk  group  and  each  clinical 
situation  was  discussed  and  the  plans  outlined. 
The  reader  emerges  with  the  knowledge  of  how 
to  use  antenatal  monitoring  to  its  fullest  extent. 
Again,  the  message  here  is  the  same;  know  when 
to  act  and  when  to  keep  “hands  off.” 

This  book  certainly  turned  out  to  be  the  com- 
prehensive text  which  the  authors  intended  to 
write  and  belongs  in  every  practicing  obstetrician’s 
library. 

Franklin  S.  Chow,  M.D. 

Dr.  Chow  is  a third-year  resident  in  the  Department  of  Obstetrics 
and  Gynecology  at  the  Wilmington  Medical  Center. 
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NUCLEAR  CARDIOLOGY  FOR  CLINICIANS,  Edited 
by  Jagmeet  Singh  Soin,  M.D.  and  Harold  L.  Brooks, 
M.D.,  Futura  Publishing  Company,  Mount  Kisco, 
New  York,  1980.  300  pp.  Illus.  Price  $34.50. 

Cardiovascular  nuclear  medicine  is  a rapidly 
growing  field  of  nuclear  medioine.  Many  of  the 
radiotracer  techniques  which  were  considered  in- 
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vestigational  only  five  years  ago  are  presently 
routine  studies  in  many  nuclear  medicine  depart- 
ments. To  keep  up  with  this  proliferation  of  in- 
formation, a large  number  of  textbooks  have 
arrived  dealing  with  the  subject  of  nuclear  cardi- 
ology. This  book,  edited  by  Soin  and  Brooks, 
is  primarily  geared  to  clinicians  in  the  commun- 
ity hospital  and  emphasizes  the  practical  aspects 
There  is  an  excellent  introduction  to  the  field  of 
cardiovascular  nuclear  medicine  by  Henry  N. 
Wagner,  Jr.,  M.D. 

The  chapters  are  divided  into  an  overview  of 
the  field,  radiopharmaceuticals,  instrumentation, 
clinical  nuclear  cardiology,  and  two  less  known 
areas — radionuclide  evaluation  of  peripheral  ven- 
ous disease  and  radionuclides  and  venous  disease. 
There  is  an  excellent  last  chapter  on  community 
hospital  requirements  for  nuclear  cardiology.  The 
contributors  are  all  well  known  investigators  n 


their  own  areas  and  provide  a very  useful  set  of 
references  at  the  end  of  each  chapter.  In  this  day 
and  age  of  comparative  imaging  modalities,  there 
is  even  a chapter  on  the  complimentary  role  of 
echocardiography  with  radionuclides.  The  three 
most  accepted  nuclear  cardiology  studies,  infarct 
imaging  with  99mTc  PYP,  thallium-20  perfusion 
studies  with  stress  electrocardiogram  for  diagnosis 
of  coronary  artery  disease,  and  the  cardiac  blood 
pool  images,  are  well  described.  The  chapter  on 
ventriculography-technical  aspeots  is  especially 
useful  for  clinicians  and  gives  an  insight  as  to 
how  the  magic  numbers  of  ejection  fraction  are 
computed. 

This  is  a well  written  book,  easily  readable, 
written  by  well  known  authors  in  the  field,  amply 
illustrated,  and  usefully  referenced. 

Vidya  V.  Sagar,  M.D. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  arid  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U  S. A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH11''  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


INSURANCE  PEOPLE 


JA 


INC 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 


In  Brief 


Impaired 

Physicians 

Program 

1982  Delaware 
Engagement 
Calendar 


EXPO  Israel 


Critical  Issues 
in  Health  Law 


GAFP  Courses 


Behavioral  Medicine 
and  Primary  Care 
in  the  80s 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Robert  T.  Beattie,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

The  Memorial  Division  Junior  Board,  Wilmington  Medical  Center,  has  published  a 
1982  DELAWARE  ENGAGEMENT  CALENDAR.  The  theme  of  the  calendar  is  “A 
potpourri  of  Happenings  in  Delaware,”  and  it  lists  events  in  and  around  the  area 
throughout  the  year  in  addition  to  noting  national  and  religious  holidays.  There  is 
ample  space  for  notes  on  each  date.  The  calendars  will  be  available  in  shops  through- 
out New  Castle  County  and  in  the  Dover  and  Rehoboth  Beach  areas.  They  are  $4 
each.  For  further  information,  contact:  Mrs.  William  Robelen,  (302)  764-3595. 


CLINICAL  NOTICES  AND  MEETINGS 


Members  of  the  medical  and  dental  professions  are  invited  to  visit  EXPO  ISRAEL 
at  the  Jewish  Community  Center,  November  14-22,  1981.  Of  special  interest  will  be 
exhibits  concerning  medical  technology.  On  November  18th,  8:30-9:30  p.m.,  Dr.  Harry 
Pinchas,  an  expert  on  military  medicine  from  the  State  of  Israel,  will  speak  on  “Medi- 
cine on  the  Battlefield.”  EXPO  hours:  November  14-19,  22 — 10:00  a.m.  to  10:00 
p.m.  November  20 — 10:00  a.m.  to  4 p.m.  November  21 — 5:00  to  10:00  p.m. 


The  American  Society  of  Law  and  Medicine  is  sponsoring  a conference  entitled, 
“CRITICAL  ISSUES  IN  HEALTH  LAW,”  which  will  be  held  November  19-20,  1981, 
at  the  Washington  Hilton  Hotel  in  Washington,  DC.  Contact:  Conference  Registrar, 
American  Society  of  Law  and  Medicine,  520  Commonwealth  Avenue,  Boston,  Massa- 
chusetts 02215;  (617)  262-4990.  Information  on  Society  membership  will  be  sent  upon 
request. 


The  Georgia  Academy  of  Family  Physicians  is  offering  the  following  courses:  PRI- 
MARY CARE  UPDATE  (125  CME  hours)  and  INFECTIOUS  DISEASES  AND  THE 
PRIMARY  CARE  PHYSICIAN  (50  CME  hours).  GAFP  courses  have  been  reviewed 
and  are  acceptable  for  A AFP  prescribed  CME  credit  hours  and  AM  A Category  I.  For 
further  information  about  these  and  other  GAFP  home  study  courses,  call:  (404) 
321-7445,  or  write:  GAFP  Educational  Foundation,  Suite  235,  11  Corporate  Square, 
Atlanta,  Georgia  30329. 


A CME  program  entitled,  BEHAVIORAL  MEDICINE  AND  PRIMARY  CARE  IN 
THE  80s,  will  be  presented  by  Professional  Institutes  and  the  University  of  South 
Carolina  School  of  Medicine,  December  4-11,  1981,  in  Honolulu,  Hawaii.  The  course 
is  approved  for  16  credit  hours  of  AM  A Category  I of  the  Physician’s  Recognition 
Award  and  approved  for  16  prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  For  information,  contact:  Jeri  McClain,  Administrative  Assistant,  USC 
School  of  Medicine,  Office  for  Academic  Affairs,  Columbia,  South  Carolina  29208, 
or  call:  (803)  777-7470. 
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The  following  is  a list  of  National  Medical  Specialty  Society  meetings. 
Please  contact  the  individual  society  for  further  information. 


Date 

Specialty  Society 

City,  State 

Headquarters  Hotel 

January  11-13 

The  Society  of  Thoracic  Surgeons 

New  Orleans,  LA 

Hilton 

January  16-20 

Amerioan  College  of  Allergists 

Bal  Harbour,  FL 

Sheraton  Bal  Harbour 

January  21-26 

American  Academy  of  Orthopaedic 
Surgeons 

New  Orleans,  LA 

Hilton 

March  5-10 

American  Society  of  Abdominal 
Surgeons 

Las  Vegas,  NV 

Caesars  Palace 

March  6-10 

American  Academy  of  Allergy 

Montreal,  Canada 

Queen  Elizabeth 

April  16-23 

American  Association  of 
Pathologists,  Inc. 

New  Orleans,  LA 

N/A 

April  19-22 

American  College  of  Physicians 

Philadelphia,  PA 

Fairmont 

April  25-28 

The  American  College  of 
Obstetricians  and  Gynecologists 

Dallas,  TX 

Hyatt  Regency — Dallas 

April  25-29 

American  Association  of 
Neurological  Surgeons 

Honolulu,  HI 

N/A 

April  25-29 

American  College  of  Cardiology 

Atlanta,  GA 

N/A 

April  25-30 

American  Occupational  Medical 
Association 

Toronto,  Ont. 

Sheraton  Centre 

April  26-May  1 

Amerioan  Academy  of  Neurology 

Washington,  DC 

Sheraton  Washington 

May  2-6 

Amerioan  Society  of  Colon  and 
Reotal  Surgeons 

San  Francisco,  CA 

San  Francisco  Hilton 

May  3-5 

Amerioan  Association  for  Thoracic 
Surgery 

Phoenix,  AZ 

Hyatt  Regency 

May  4-6 

American  Laryngological, 
Rhinological  and  Otological 
Society 

Palm  Beach,  FL 

The  Breakers 

May  14-15 

American  Association  of  Clinical 
Urologists 

Kansas  City,  MO 

Radisson  Muehlebach 

May  15-18 

Amerioan  Thoracic  Society 

Los  Angeles,  CA 

Bonaventure/Hilton 

May  15-21 

American  Psychiatric  Association 

Toronto,  Canada 

Sheraton  Centre 

May  16-19 

American  Association  of  Plastic 
Surgeons 

Colorado  Springs,  CO 

The  Broadmoor 

May  16-20 

Amerioan  Urological  Association, 
Inc. 

American  Gastroenterological 
Association 

Kansas  City,  MO 

Radisson  Muehlebach 

May  17-19 

Chicago,  IL 

Hyatt  Regency — Chicago 

June  15-18 

The  Society  of  Nuclear  Medicine 

Miami  Beach,  FL 

Miami  Beach  Convention 
Center 

“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Defined  Diets  and 
Childhood 
Hyperactivity 


Emergency  Medicine 
Symposia 


ASPEN  Holds  Sixth 
Clinical  Congress 


Introduction  to 
Medical  and 
Scientific 
Illustration 


International 
Academy  of 
Pathology 


Perspectives  on 
Genes  and  the 
Molecular  Biology 
of  Cancer 


DEFINED  DIETS  AND  CHILDHOOD  HYPERACTIVITY  is  the  subject  of  a National 
Institutes  of  Health  Consensus  Development  Conference  to  be  held  at  the  National 
Institutes  of  Health  on  January  13-15,  1982.  For  technical  information,  contact: 
Dorothy  D.  Sogn,  M.D.,  Special  Assistant  to  the  Director,  Immunology,  Allergic,  and 
Immunological  Diseases  Programs,  National  Institute  of  Allergy  and  Infectious  Dis- 
eases, Building  31,  Room  7A-50,  Bethesda,  Maryland  20205;  (301)  496-1886.  For 
Administrative  information,  contact:  Bettygail  Fulcher  at  (301)  983-0535. 


The  Postgraduate  Institute  for  Emergency  Physicians  at  the  University  of  California, 
San  Diego  is  holding  its  1981-1982  Symposium  I,  II,  and  III.  Symposium  I will  be 
held  January  18-22,  1982,  and  May  10-14,  1982.  Symposium  II  will  be  held  December 
14-18,  1981,  and  March  15-19,  1982.  Symposium  III  will  be  held  June  7-11,  1982. 
All  symposia  will  be  held  in  San  Diego,  California.  Contact:  Office  of  Continuing 
Education,  University  of  California,  San  Diego,  School  of  Medicine  (S-005),  La  Jolla, 
California  92085.  Phone:  (714)  452-4955  or  (714)  452-3940. 


The  American  Society  of  Parenteral  and  Enteral  Nutrition  will  hold  its  Sixth  Clinical 
Congress  at  the  San  Francisco  Hilton,  February  3-6,  1982.  AjS.P.E.N.  is  a multidis- 
ciplinary society  consisting  of  medical  doctors,  doctors  of  science,  dietitians,  pharma- 
cists, and  nurses  engaged  in  the  field  of  contemporary  clinical  nutrition.  The  theme 
of  the  Sixth  Clinical  Congress  is  “SPECIALIZED  NUTRITION  SUPPORT:  THE 
STANDARD  OF  CARE.”  Through  postgraduate  courses,  symposia  and  short  paper 
sessions,  scientific  exhibits  and  information  exchange  sessions,  the  attendee  will  be  pre- 
sented with  the  latest  advances  in  clinical  nutrition.  Contact:  American  Society  for 
Parenteral  and  Enteral  Nutrition,  Inc.  (A.S.P.E.N.) , 1025  Vermont  Avenue,  N.W., 
Suite  810,  Washington,  D.C.  20005.  Telephone:  (202)  638-5881. 


Steven  P.  Gigliotti,  Associate  in  Medical  Art,  Harrison  Department  of  Surgical  Re- 
search, University  of  Pennsylvania  School  of  Medicine  will  be  offering  a course  entitled, 
INTRODUCTION  TO  MEDICAL  AND  SCIENTIFIC  ILLUSTRATION  at  the  Dela- 
ware Art  Museum.  The  class  will  meet  on  Wednesday  mornings  from  10:00-12:00, 
February  3 to  May  12,  1982.  The  tuition  fee  for  each  semester  is  $80  for  nonmembers 
and  $70  for  members  of  the  Museum.  Contact:  Diane  B.  Stillman,  Curator  of  Educa- 
tion, Delaware  Art  Museum,  2301  Kentmere  Parkway,  Wilmington,  Delaware  19806. 
(302)  571-9590. 


The  Annual  Meeting  of  the  United  States-Canadian  Division  of  the  INTERNATIONAL 
ACADEMY  OF  PATHOLOGY  will  be  held  at  the  Sheraton  Boston  in  Boston,  Massa- 
chusetts, March  1-5,  1982.  The  Maude  Abbott  Lecture  entitled  “Soft  Tissue  Tumors  in 
the  19th  and  20th  Century”  will  be  delivered  by  Dr.  Raffaele  Lattes  on  March  2. 
Contact:  Dr.  Nathan  Kaufman,  Secretary-Treasurer,  United  States-Canadian  Division 
of  the  International  Academy  of  Pathology,  1003  Chafee  Avenue,  Augusta,  Georgia 
30904.  Telephone:  (404)  724-2973. 


PERSPECTIVES  ON  GENES  AND  THE  MOLECULAR  BIOLOGY  OF  CANCER 
is  the  topic  of  the  35th  annual  Symposium  on  Fundamental  Cancer  Research  to  be  held 
at  the  Shamrock  Hilton  Hotel,  March  2-5,  1982,  in  Houston,  Texas.  The  symposium 
will  focus  on  the  molecular  biology  of  cancer  and  explore  in  depth  the  metabolism 
involved  in  cellular  cancer  growth.  Contact:  Stephen  C.  Stuyck,  Director,  Public 
Information  and  Education,  M.D.  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner  Avenue,  Houston,  Texas  77030;  (713)  792-3030. 
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In  Brief 


Pediatric  The  Office  of  Continuing  Medical  Education  and  Department  of  Pediatrics  of  the  Medi- 
Springfest  cal  College  of  Virginia  is  sponsoring  a PEDIATRIC  SPRINGFEST  on  April  22-24, 
1982,  at  the  Williamsburg  Hospitality  House,  Williamsburg,  Virginia.  Contact:  Kathy 
E.  Johnson,  Box  48,  MCV  Station,  Richmond,  Virginia  23298;  (804)  786-0494. 


Prevention  and  The  FIFTH  INTERNATIONAL  SYMPOSIUM  ON  PREVENTION  AND  DETEC- 
Detection  of  TION  OF  CANCER  will  be  held  in  Sao  Paulo,  Brazil,  on  May  16-20,  1982.  For  in- 
Cancer  formation,  abstracts,  brochures,  contact:  Medical  Congress  Coordinators,  1212  Avenue 
of  Americas,  New  York,  New  York  10036,  or  call:  (212)  840-0110. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office.  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


43-year-old  ORTHOPEDIC  SURGEON  wishes  to  re- 
locate from  snow  belt  to  Delaware.  Desires  single 
specialty  group  or  solo  with  call  sharing.  Contact: 
Medical  Society  of  Delaware.  Telephone:  (302) 
658-3957. 


BOARD  CERTIFIED  INTERNIST  (Delaware 
trained)  completing  fellowship  in  nephrology,  seeks 
group/partnership  practice  in  Delaware.  Contact: 
Medical  Society  of  Delaware.  Telephone:  (302) 
658-3957. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 

N.O.W.  5 ' /*  % Interest  and  Regular  Checking. 


REGULAR  CHECKING 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balance  falls  below  $300.  there  s a $3  00 
service  charge  for  that  month  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


t=j 

An  Equal  Housing  Lender 

In  New  Castle  County  call  658-6881 
In  Dover  674  32  14  * 9th  Tatnall  Sts  . Wilmington 
• Concord  Mall  • Midway.  Polly  Drummond 
Graylyn  Shopping  Centers  and  Dover.  Delaware 


N.O.W.  INTEREST  CHECKING 


Now  at  Artisans'  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That  s what  our  new  NOW  interest 
checking  account  is  all  about.  With  an 
average  monthly  deposit  of  $500.  your 
Artisans  N O W account  pays  you  5 .% 
interest  per  annum,  dompounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500.  there  s a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

flRTisnns' 

SHVini  IS  BHDh 

Member  F D I C 

Banking  the  Way  You  Need  It 
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CHALLENGES  FOR  THE  SOCIETY 


I would  like  to  take  this  opportunity  to  express 
my  gratitude  to  the  members  of  the  Medical 
Society  of  Delaware  for  giving  me  the  oppor- 
tunity to  be  their  President  for  this  coming  year. 

It  is  indeed  an  honor,  a privilege,  and  a chal- 
lenge for  me  to  lead  the  Society,  especially  in 
these  days  when  the  practice  of  medicine  and 
the  delivery  of  health  care  are  becoming  more 
complicated  and  sometimes  frustrating  because 
of  the  many  regulatory  agencies,  both  govern- 
mental and  private. 

The  escalating  cost  of  medical  care  in  the  past 
decade— with  no  end  in  sight— has  been  a major 
concern  of  both  the  providers  of  health  care  and 
the  recipients.  The  regulatory  agencies  desig- 
nated to  control  cost,  such  as  the  PSRO,  have 
done  little  to  reduce  the  cost  of  medical  care  in 
general.  On  the  other  hand,  such  regulatory 
agencies  may  have  contributed  to  increasing  the 
cost,  as  providers  have  to  spend  more  to  satisfy 
the  requirements  imposed  by  such  agencies.  A 
significant  portion  of  the  cost  of  the  patient’s 
hospital  stay  covers  expenses  incurred  as  a re- 
sult of  these  regulatory  requirements. 

Complex  third-party  payments  by  some  health 
insurers  who  purport  to  be  overseers  or  watch- 
dogs for  the  public  have  also  contributed  to  the 
increase  in  the  cost  of  medical  care.  Of  course, 
the  high  cost  of  labor,  equipment,  and  supplies 
are  the  major  factors. 

Another  major  concern  of  the  State  Medical 
Society  in  the  coming  year  is  the  sharp  increase 


in  malpractice  insurance  premiums,  which  will 
increase  an  average  of  35%. 

The  tainted  image  of  the  physician  today  can 
probably  in  part  be  attributed  to  the  changing 
attitudes  of  the  public  toward  the  medical  pro- 
fession, resulting  in  a feeling  of  distrust  for  the 
physician  who  has  in  recent  years  been  perceived 
by  some  as  more  concerned  with  the  monetary 
aspect  of  his  practice  than  with  patients’  welfare. 
Patients  are  more  medically  knowledgeable  and 
more  likely  to  sue.  This  has  increased  the  num- 
ber of  malpractice  cases  in  recent  years,  resulting 
in  the  rising  cost  of  malpractice  premiums  and, 
in  turn,  contributing  to  the  escalating  cost  of 
health  care.  Undoubtedly  the  exorbitant  fees 
of  some  physicians  have  also  been  a factor. 

These  are  just  some  of  the  areas  to  which  we 
should  address  ourselves,  to  try  to  find  ways  to 
improve  the  situation.  Cooperation  and  con- 
certed and  organized  efforts  on  our  part  are 
essential  in  finding  ways  to  solve  these  problems. 

I urge  the  members  of  the  Society  to  be  more 
active  and  participate  in  the  affairs  and  functions 
of  the  Society.  Society  members  should  be  en- 
couraged to  bring  problems  and  issues  to  their 
respective  county  societies,  and  to  the  Board 
of  Trustees  of  the  State  Society  for  consideration. 

Physicians  should  also  get  more  involved  with 
the  long-range  planning,  policy-making,  and 
governing  bodies  in  the  hospital  and  inform  the 
lay  members  of  the  hospital  board  of  trustees 
of  the  rapid  changes  in  medical  technology  and 
health  care  delivery,  in  order  to  provide  the  best 
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medical  care  possible  for  the  patient  and  the 
community  in  general.  We  should  participate 
actively  in  hospital  committees,  especially  those 
involved  in  patients’  care.  Properly  utilized, 
these  active  committees  are  vehicles  for  convey- 
ing the  individual  physician’s  thoughts  and  ideas 
to  the  policy-making  body  or  board  of  trustees. 

Participation  in  community  programs,  not  only 
health-related  but  other  civic  activities  and  ser- 
vice clubs  as  well,  is  one  way  of  getting  to  know 
other  people  and  for  them  to  know  us  as  persons 
with  interests  other  than  medicine  and  not  just 
as  a special  interest  group. 

But  whatever  we  do,  we  must  keep  in  mind 
that  our  main  objective  as  physicians  is  to  provide 
for  the  medical  needs  of  the  community  we  serve. 


c^K^jo 


Rafael  A.  Zaragoza,  M.D. 


CHRISTIANA  MEDICAL 
CENTER  CONDOMINIUMS 

PRACTICE  ADJACENT  TO 
PLAN  OMEGA 

Excellent  Practice  Opportunities  in  a 
Growing  Area 

Exceptional  Parking  with  Easy 
Access  to  1-95 

1 0 Minutes  from  Wilmington 
8 Minutes  from  Newark 
19  Minutes  from  Hockessin 
1 2 Minutes  from  New  Castle 
1 5 Minutes  from  Pennsgrove  and  Pennsville 

PHONE  368-1562 


WILLIAM  F.  RENZCILLI 


302-654-8638 


Gallery  Hours  • Mon-Fri  9-5  • Sat  10-2 
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YOU’RE  BEING 
OFFERED  A LOT  OF 
CHOICES  THESE  DAYS 


...and  you  owe  it  to  yourself  to  compare! 


Among  the  choices  you  now  have  to  consider  in  purchasing  professional  liability 
insurance  is  coverage  through  Pennsylvania  Casualty  Company.  This  profes- 
sional liability  insurer  is  a member  of  the  PHICO  Group— one  of  the  largest 
specialty  insurance  groups  for  health  care  providers  in  the  country.  Today,  the 
PHICO  Group  provides  coverage  to  over  5,600  physicians. 

You  should  be  looking  at  Pennsylvania  Casualty  Company  if  you’re  interested  in: 

• A specialized  insurance  carrier  offering  broad  coverage  at 
competitive  prices. 

• Professional  service  by  a staff  of  specialists  with  seasoned 
experience  in  the  health  care,  legal,  and  professional  liability 
insurance  fields. 

• A corporate  philosophy  dedicated  to  the  control  and  reduc- 
tion of  the  costs  of  malpractice  insurance,  and  a reduction  in 
the  incidence  of  malpractice  occurrences. 

Professional  liability  coverage  through  Pennsylvania  Casualty  Company  is  now 
being  offered  to  physicians  in  Delaware  on  a claims-made  basis.  We  strongly 
believe  that  the  claims-made  method  provides  more  stability  for  medical  malprac- 
tice insurance  pricing  and  offers  definite  cash-flow  advantages  to  policyholders. 

For  more  information,  contact  your  personal  insurance  agent  or  call  us  directly. 
You  owe  it  to  yourself  to  compare  our  coverage,  price  and  quality! 


© 1981  Pennsylvania  Casualty  Company,  Camp  Hill,  PA 
ALL  RIGHTS  RESERVED 


PENNSYLVANIA  CASUALTY  COMPANY 

P.O.  BOX  53 /CAMP  HILL,  PA  17011 
TELEPHONE  (717)  763-1422 


An  experienced  team  of  physician  representatives  is 
available  and  eager  to  visit  you  with  answers  to  your 
questions  on  Blue  Cross  and  Blue  Shield  coverage. 

Whether  it’s  information  on  new  benefit  programs,  a billing 
problem  or  helping  to  train  billing  personnel  on  Blue  Cross 
and  Blue  Shield  procedures,  the  representatives  can  help. 


To  get  quick  answers  to  your  questions,  or  to  set  up  a visit 
with  your  physician  representative,  call  our  Wilmington 
office  at  421-3249;  or  call  our  TOLL-FREE  number: 

18002929525 

We’re  ready  to  help. 


Blue  Cross 
Blue  Shield 

of  Delaware 


201  West  14th  Street,  Wilmington,  Delaware  19899 
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MANAGEMENT  OF  HAND  INJURIES 


Joseph  A.  Arminio,  M.D. 


The  hand  is  an  organ  that  is  often  taken  for 
granted  until  it  is  injured  and  its  function  is  lost. 
This  loss  can  be  reversed  or  minimized  by 
proper,  knowledgeable,  and  expeditious  treat- 
ment. 

The  fingertip,  with  its  specialized  nerve  ends 
which  “see”  on  touch  and  feel,  has  to  be  pre- 
served if  at  all  possible.  This  tissue  can  never 
be  fully  replaced  without  some  loss.  Watch 
the  artisan  play  an  instrument  and  marvel  at 
his  dexterity  and  the  response  of  his  touch.  Ob- 
serve the  blind  rapidly  reading  braille,  and  the 
fine  tuning  of  the  fingertip  is  appreciated.  It 
is  not  until  the  loss  of  this  tissue  occurs  that  its 
function  is  fully  appreciated. 

Understanding  the  anatomy  of  the  hand  and 
its  function  is  the  first  requisite.  A history  of 
the  injury  will  alert  one  to  the  specifics  of  how, 
when,  and  where  it  happened.  A specific  diag- 
nosis directs  attention  to  the  proper  treatment  to 
be  rendered,  and  the  surgical  principles  of  re- 
pair dictate  treatment  of  the  wound. 

Knowledge  of  the  surroundings  where  the 
injury  occurred  serves  as  a guide  to  special  fea- 
tures such  as  wound  exposure  to  possible  con- 
tamination, exposure  to  toxic  substances,  and 
specific  types  of  burns  such  as  acid  burns.  Ex- 
posure to  tetanus  bacilli  and  gas  gangrene 
( clostridia ) organisms  should  also  be  considered. 
Exposure  to  certain  chemicals  may  require  spe- 
cial handling,  such  as  injecting  calcium  gluconate 

Dr.  Arminio  is  senior  surgeon  in  the  Department  of  Surgery 
and  Director  of  the  Hand  Clinic  at  the  Wilmington  Medical  Center. 


into  the  intracutaneous  and  subcutaneous  tissues 
to  treat  hydrofluoric  acid  burns. 

How  the  injury  occurred  will  delineate  the 
specific  mechanical  trauma  such  as  cutting,  crush- 
ing, or  contusion.  The  time  of  occurrence  will 
define  the  lapse  of  time  before  wound  contami- 
nation will  result  in  infection  if  debridement  has 
not  been  executed. 

The  history  will  alert  us  to  other  possible  con- 
current injuries  and  the  priority  indicated  for 
their  treatment.  A blocked  airway,  multiple  in- 
juries, hypertension,  diabetes,  and  an  unstable 
cardiac  status  are  examples  of  intercurrent  prob- 
lems that  may  be  life-threatening  and  need  im- 
mediate attention. 

The  character  and  the  emotional  stability  of 
the  individual  have  to  be  assessed.  The  patient 
should  be  alerted  about  some  of  the  future  prob- 
lems that  may  result  from  his  injury.  The  type 
of  work  he  performs  may  be  a deciding  factor 
on  how  the  wound  is  to  be  treated.  For  example, 
a farmer  who  has  to  return  to  tilling  the  soil 
may  elect  to  have  an  amputation  of  a finger 
instead  of  undergoing  multiple  reconstructive 
procedures  for  maintaining  finger  length  and  ob- 
taining a good  functional  and  cosmetic  result. 
The  family,  as  well  as  the  patient,  has  to  cope 
emotionally  with  tissue  loss  and  with  the  pos- 
sibility of  multiple  surgical  procedures.  For- 
tunately, children  adjust  rapidly  with  the  sup- 
port of  their  parents. 

Thorough  examination  is  needed  to  delineate 
the  extent  of  the  injury.  The  stance  of  the  fin- 
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gers,  hand,  and  wrist  will  offer  clues  as  to 
whether  any  of  the  deeper  structures  are  in- 
jured. Examination  of  the  wound  should  be 
performed  in  a clean  area  in  order  to  prevent 
further  contamination.  If  the  history  indicates 
that  a major  wound  has  resulted,  deferral  of 
exposure  of  the  wound  to  an  operating  room 
setting  should  be  considered. 

Appreciation  of  the  surface  anatomy  of  the 
hand  helps  to  relate  the  surface  wound  to  deeper 
vital  structures.  Knowledge  of  functional  anat- 
omy is  necessary  to  determine  the  extent  of  the 
damage  and  the  possible  procedures  to  be  per- 
formed to  correct  the  defects.  Vascular  and 
nerve  damage  have  to  be  assessed.  Both  are 
necessary  for  healing  and  full  recovery.  Inner- 
vation to  the  injured  structures  should  be  main- 
tained, if  at  all  possible,  so  that  sensation  can 
be  returned. 

During  the  examination,  the  assessment  of 
the  injured  structures  should  be  catalogued  so 
that  priority  can  be  given  to  structures  that  need 
immediate  attention  while  treatment  to  the  other 
injuries  may  be  delayed.  The  degree  of  con- 
tamination and  whether  the  wound  is  simple  or 
complex  with  the  involvement  of  multiple  sys- 
tem structures  must  be  evaluated.  Initial  ob- 
servation and  inspection  may  not  accurately  de- 


termine the  degree  of  the  injury,  so  as  treatment 
is  begun,  the  original  supposition  of  the  extent 
of  the  injury  may  be  altered  and  adjustments 
made  in  the  treatment  plan. 

Treatment  is  based  on  the  classical  surgical 
principles  of  repair.  Debridement  is  a must. 
It  may  be  initiated  by  the  primary  physician, 
who,  as  he  assesses  the  wound,  may  elect  to 
interrupt  his  treatment  in  order  to  refer  the  pa- 
tient directly  to  another  colleague. 

In  the  case  of  tendon  involvement,  the  wound 
may  be  closed  by  suturing  the  skin  while  await- 
ing secondary  tendon  surgery,  or  the  wound  may 
be  allowed  to  remain  open  with  the  exposed 
tissue  covered  with  mesh  gauze  and  a loose 
dressing.  A splint  should  be  placed  to  main- 
tain the  wrist  and  the  fingers  in  a neutral 
position  while  awaiting  further  definitive  sur- 
gery. The  application  of  a splint  allows  the 
moving  parts  at  the  site  of  the  injury  to  rest, 
thereby  minimizing  pain.  Elevation  of  the  hand 
also  helps  to  relieve  pain  and  prevent  edema 
while  awaiting  further  treatment. 

Antibiotics  may  or  may  not  need  to  be  ad- 
ministered; this  depends  upon  the  degree  of 
wound  contamination  and  whether  a clean  sur- 
gical state  can  be  restored.  A culture  of  the 


FIGURE  1 

Infection  of  Hand  Following 
Human  Bite 

Patient  involved  in  brawl,  an- 
other person's  tooth  lacerated 
hand  over  boxes  of  4th  meta- 
carpal phalangeal  joint.  The 
wound  was  closed  and  was  not 
allowed  to  drain,  and  debride- 
ment was  not  complete. 

A draining  sinus  from  fluctuant, 
dirty  wound  is  viable.  The  sinus 
extends  beneath  the  extensor 
tendons  into  synovial  capsule  of 
the  joint. 
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wound  and  sensitivity  studies  will  aid  in  choos- 
ing specific  antibiotic  coverage  which  may  be 
needed  at  a later  date.  This  approach  should 
minimize  iatrogenic  problems  of  commission  or 
omission. 

During  the  debridement,  all  viable  tissue 
should  be  salvaged  for  possible  use  later.  Priority 
should  be  given  to  blood  supply  and  then  the 
maintenance  of  the  skeletal  framework  for  which 
K-wire  fixation  may  be  necessary. 

If  the  wound  is  very  untidy  and  the  contami- 
nation cannot  be  reversed  to  a clean  state,  and 
if  further  necrosis  of  the  tissues  seems  possible, 
the  procedure  can  be  interrupted  and  the  wound 
can  be  allowed  to  remain  open  but  covered  by 
a loose  mesh  gauze  dressing.  Again,  splinting 
and  elevation  of  the  hand  will  make  the  patient 
more  comfortable  and  will  diminish  swelling 
edema  of  the  tissues. 

Reinspection  of  the  wound  in  24  to  36  hours 
may  further  delineate  the  status  of  the  wound. 
Further  debridement  may  have  to  be  carried  out; 
antibiotics  may  be  continued  during  this  interval 
of  observation  and  reinspection.  Further  de- 
bridement is  possible  up  to  a period  of  five  to 
seven  days  before  definitive  skin  closure  and 
delayed  deep  structure  repair  are  completed. 


Transportation  of  any  avulsed  parts  is  im- 
portant. This  can  be  done  by  placing  the  parts 
in  a partially  inflated  clean  or  sterile  polyethy- 
lene bag.  The  bag  containing  the  avulsed 
parts  should  then  be  placed  in  a container  of 
ice  or  in  an  ice  chest.  Avulsed  parts  are  re- 
plantable  up  to  12  hours,  but,  the  sooner  the 
better. 

Following  stabilization  of  the  vascular  supply 
and  the  bony  framework,  skin  coverage  of  the 
hand  envelope  should  be  considered.  If  the 
fragmented  skin  parts  have  a good  blood  supply, 
they  should  be  utilized  for  coverage  of  the  de- 
fect. This  is  especially  necessary  in  areas  where 
special  neural  components  cannot  be  replaced, 
for  example,  the  fingertip  and  pulp  area.  Other 
means  of  skin  coverage  are  an  advancement  flap 
utilizing  local  tissue  or  split  thickness,  full  thick- 
ness, and  pedicle  skin  grafts.  Microvascular 
surgery  has  introduced  more  complex  closure 
techniques  of  avulsed  tissues;  these  methods  can 
be  contemplated  by  the  surgeon  with  the  neces- 
sary skills. 

The  time  honored  avoidance  of  repairing  ten- 
dons in  “no  man’s  land”  can  now  be  changed 
to  “some  man’s  land”  under  the  proper  circum- 
stances of  wound  state  and  surgical  experience. 
Primary  repair  negates  the  need  for  a second 


FIGURE  2 

Infection  of  Hand  Following 
Human  Bite 

X-ray  film  demonstrates  involve- 
ment of  4th  metacarpal  phalan- 
geal joint  with  osteomyelitis. 

This  wound  should  not  have 
been  closed  at  the  time  of  the 
initial  treatment  but  should  have 
been  allowed  to  drain  after  be- 
ing debrided;  antibiotics  and 
further  debridement  would  have 
resulted  in  closure  by  secondary 
intention  with  a fairly  good  func- 
tional end  result. 
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FIGURE  3 

Pressure  Gun  Injury  of  Hand 

Puncture  wound  visible  in  thenar 
area  of  hand.  This  is  an  emer- 
gency situation  and  immediate 
exploration  and  decompression 
is  a must. 


:1 


FIGURE  4 

Pressure  Gun  Injury  of  Hand 

X-ray  demonstrates  glazing  com- 
pound in  the  thenar  space  of  the 
hand. 
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procedure  to  obtain  the  tendon  graft  and  does 
away  with  the  difficulty  of  determining  the 
length  of  the  tendon  graft.  Extensor  tendons 
can  and  should  be  repaired  primarily.  Proper 
splinting  prevents  a resulting  imbalance.  These 
tendons  do  not  retract;  since  they  have  no 
sheaths,  debridement  can  be  performed  more 
easily.  In  more  extensively  avulsed  wounds,  the 
extensor  tendons  will  have  to  be  secondarily 
repaired. 

The  joints  of  the  fingers  should  be  positioned 
properly  so  that  all  of  the  fingertips  point  to  the 
scaphoid  bone  when  they  flex  into  the  palm. 
Nerves  may  be  primarily  repaired  if  they  are 
sharply  sectional  and  contamination  is  minimal. 
If  the  wound  is  such  that  there  is  a question 
about  primary  nerve  suturing,  delay  is  accept- 
able. Loose  approximation  of  the  nerve  ends 
to  prevent  their  retraction  will  help  to  prevent 
large  gaps  and  will  be  of  assistance  later  if  neu- 
roma resection  or  a secondary  neurorrhaphy  is 
necessary.  Microscopic  techniques  and  loop  as- 
sistance have  proven  very  helpful  in  nerve  re- 
pairs. 

Following  repair,  the  affected  parts  should  be 
splinted,  but  free  movement  of  all  of  the  un- 


injured joints  of  the  upper  extremity  should  be 
insisted  upon  to  prevent  loss  of  motion  of  the 
unaffected  joints.  Elevation  will  aid  in  the  cir- 
culation and  return  of  fluids  by  gravity,  thereby 
preventing  dependent  edema  in  the  extremity. 
Pain  can  usually  be  easily  controlled  by  eleva- 
tion, splinting,  and  minimal  sedation;  often  ele- 
vation and  splinting  are  sufficient  and  analgesics 
are  not  necessary. 

Follow-up  care  is  dictated  by  the  nature  of  the 
wound.  It  is  by  appreciation  of  the  best  princi- 
ples of  hand  care  that  the  best  functional  use 
of  the  injured  part  will  be  returned  to  the  patient. 

This  marvelous  organ,  the  hand,  needs  atten- 
tion to  detail  for  full  recovery  following  an  in- 
jury. The  goal  of  all  treatment  is  to  maintain 
best  function  after  injury.  How  to  achieve  this 
goal  and  whether  it  can  be  achieved  depend  on 
the  nature  of  the  wound  and  the  management 
of  the  injury. 
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FIGURE  5 

Pressure  Gun  Injury  of  Hand 

White,  chalky  compound  in 
thenar  space  which  must  be  de- 
brided. 
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FIGURE  6 

Pressure  Gun  Injury  of  Hand 

Successful  completion  of  de- 
bridement demonstrates  flexion 
capability  of  the  fingers. 


FIGURE  7 

Pressure  Gun  Injury  of  Hand 

Successful  completion  of  de- 
bridement demonstrates  exten- 
sion capability  of  the  fingers. 
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Professional  Clinical  Labs 

Heritage  Professional  Plaza 


To:  All  Physicians 
From:  Judy  Knotts 


HERITAGE  SATELLITE 

Professional  Clinical  Labs  is  pleased  to  announce  the  opening  of  a new 
Satellite  on  Monday,  December  7th,  1981  in  the  Heritage  Professional  Plaza, 
2601  Annand  Drive,  Suite  23,  Wilmington,  Delaware  19808. 

This  new  Satellite  in  the  Pike  Creek  area  will  prove  beneficial  to 
physicians  and  patients  who  are  now  using  our  Newark  and  Wilmington 
locations. 

Routine  testing,  i.e.  Hemotology,  Chemistry,  Urinalysis,  etc.  will  have  24 
hour  turn  around  time.  Esoteric  testing  such  as  Special  Chemistry, 
Bacteriology,  Toxicology  and  Specialized  RIA  may  also  be  ordered  through 
this  facility.  Stat  testing  will  be  handled  in  the  same  manner  as  in  our  other 
satellites  which  means  both  the  Newark  and  Wilmington  labs  will  be  utilized 
to  provide  the  most  responsive  turn  around  time  possible. 

We  accept  Delaware  Blue  Cross/Blue  Shield,  Medicare  and  Medicaid 
assignments  and  approved  credit  cards. 

HOURS:  Mon.,  Tues.,  Thurs.,  Fri.  8:00  A.M.  - 5:00  P.M. 

Wednesday  - 8:00  A.M.  - 12:00  P.M. 

Saturday  - 8:00  A.M.  - 12:00  P.M. 

Phone  994-4811 


For  additional  information,  please  call  me  at  655-7268. 


WILMINGTON 


NEWARK 


COLLEAGUES  IN  THE  NEWS 


Henry  A.  Kane,  M.D.,  a pediatric  cardiologist 
with  offices  at  the  Wilmington  Medical  Center, 
has  been  elected  to  Fellowship  in  the  American 
College  of  Cardiology.  The  College  represents 
11,000  physicians  and  scientists  who  specialize 
in  diagnosis  and  treatment  of  cardiovascular  dis- 
eases. 

% X-  % 

Bruce  W.  Karrh,  M.D.,  Medical  Director  of  E. 
I.  du  Pont  de  Nemours  and  Company,  Inc., 
Management  Representative,  is  one  of  the  four 
new  members  appointed  to  the  National  Advisory 
Committee  on  Occupational  Safety  and  Health 
for  a two-year  term. 


William  G.  Slate,  M.B.,  Ch.B.,  M.S.,  Director 
of  the  Obstetrics  and  Gynecology  Department 
of  the  Wilmington  Medical  Center,  has  recently 
been  elected  President-elect  of  the  Obstetrics 
Society  of  Philadelphia. 

% % % 

John  E.  Hocutt,  Jr.,  M.D.,  is  the  author  of 
“a  useful  resource  for  practitioners  who  fulfill 
the  generalist  function  in  medicine”  (from  the 
Forward  by  Robert  B.  Taylor,  M.D. ) entitled 
Emergency  Medicine.  The  book  is  available 
through  Arco  Publishing,  Inc. 


ARTISANS’ 

KEEPS  YOU  ON  TOP 
OF  YOUR 
MONEY  MARKET. 


N.O.W.  574%  Interest  and  Regular  Checking. 

N.O.W.  INTEREST  CHECKING  REGULAR  CHECKING 


Now  at  Artisans  you  can  enjoy  the 
interest  of  a savings  account  with  the 
convenience  of  a checking  account 
That's  what  our  new  NOW  interest 
checking  actount  is  all  about  With  an 
average  monthly  deposit  of  $500,  your 
Artisans  NOW  account  pays  you  5'/.% 
interest  per  annum,  compounded  daily  to 
yield  5 47%  If  your  balance  falls  below 
$500,  there's  a $3  00  service  charge  for 
that  month  No  minimum  balance  or 
monthly  service  charge  for  senior  citizens 
or  non-profit  organizations 

HRTISflnS' 

SHVIlUiS  BHIlh 

Member  F D I C 

Banking  the  Way  You  Need  It 


Our  new  regular  checking  account  is  a 
conventional  non-interest  earning 
account  An  average  monthly  minimum 
balance  of  $300  is  required  If  your 
balance  falls  below  S300.  there's  a S3  00 
service  charge  for  that  month  No 
minimum  balance  or  monthly  service 
charge  for  senior  citizens  or  non-profit 
organizations 


An  Equal  Housing  Lender 

In  New  Castle  County  call  658  688  I 
In  Dover  674  32  I 4 • 9th  &.  TatnaJI  Sts  . Wilmington 
• Concord  Mall  • Midway,  Polly  Drummond  &. 
Graylyn  Shopping  Centers  and  Dover,  Delaware 
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Editorials 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  editorial 
material.  Preferred  length  is  approximately  200  words.  For  further  informa- 
tion, contact  the  Journal  office,  658-3957. 

DR.  ALFRED  RIVES  SHANDS,  JR.,  1899-1981 


On  April  23,  1981,  Bill  Frank  writing  in  the 
Morning  News  three  days  after  Dr.  Shands’  death 
questioned  “Was  he  a worker  of  miracles?” 
It  occurs  to  this  writer  that  that  rhetorical  ques- 
tion deserves  an  answer. 

I first  met  Dr.  Shands  in  the  fall  of  1958  while 
an  intern  at  the  Delaware  Hospital.  Having 
developed  an  interest  in  orthopaedics,  I was  told 
that  I should  meet  Dr.  Shands  and  discuss  my 
plans  with  him  prior  to  making  any  decision. 
From  that  day  forward,  he  did  work  miracles 
for  me.  Dr.  Shands  arranged  interviews  for  an  or- 
thopeadic  residency  for  me,  and  while  he  was  dis- 
appointed that  I did  not  pursue  my  orthopaedic 
training  at  “his  school”  ( Duke  University  Medi- 
cal Center),  he  was  supportive  of  my  training 
at  the  Hospital  of  the  University  of  Pennsylvania 
since  he  was  a visiting  professor  at  that  institu- 
tion. 

Dr.  Shands  had  a profound  influence  over  my 
career  and  has  influenced  many  other  people  in 
the  time  that  he  spent  in  Delaware.  To  the 
orthopaedists,  he  was  the  epitome  of  man’s  re- 
spect for  other  men.  The  contribution  that  this 
one  man  made  to  the  State  of  Delaware  and  the 
Medical  Society  of  Delaware  is  immeasurable. 
He  was  an  individual  who  not  only  influenced 
people;  he  also  influenced  the  course  of  medi- 
cine in  our  state. 

Dr.  Alfred  Rives  Shands,  Jr.,  was  born  in 
Washington,  D.C.,  on  January  19,  1899.  He  was 
the  son  of  the  first  orthopaedic  surgeon  in  Wash- 
ington. Following  his  education  at  the  Univer- 
sity of  Virginia,  from  which  he  received  a B.A. 
degree  in  1918,  he  completed  his  medical  train- 
ing at  the  same  institution  and  received  an  M.D. 
in  1922.  He  then  spent  five  years  at  Johns  Hop- 
kins Hospital  in  Baltimore,  first  as  a resident  in 
medicine  for  one  year,  then  in  general  surgery, 
and  finally  for  three  years  in  orthopaedics.  It 


was  at  Johns  Hopkins  that  he  made  the  most 
important  decision  in  his  life  when  he  met  and 
married  Elizabeth  Sheffer  Prewitt.  Polly,  as  she 
is  known  bv  all  of  us,  was  the  perfect  match  for 
such  a dynamic  man.  With  great  personal 
strength,  she  supported  him  throughout  his  life. 

After  Dr.  Shands  completed  his  training,  he 
returned  to  Washington  where  he  was  an  in- 
structor in  orthopaedic  surgery  at  the  George 
Washington  School  of  Medicine  until  1930.  He 
then  went  to  Duke  University  where  he  was 
Director  of  Orthopaedic  Surgery  from  1930  to 
1937.  He  assumed  the  position  of  Medical  Di- 
rector of  the  Nemours  Foundation  in  1937  and 
became  Surgeon-in-Chief  of  the  Alfred  I.  duPont 
Institute  when  it  opened  in  1940.  Except  for  a 
period  during  World  War  II  when  he  served  in 
the  Army  Air  Force,  he  remained  as  Surgeon- 
in-Chief  at  the  Institute  until  1962  and  as  its 
Medical  Director  until  he  became  Medical  Direc- 
tor Emeritus  in  1970. 

Dr.  Shands’  contributions  to  the  medical  pro- 
fession were  almost  unlimited.  He  was  a found- 
ing member  of  the  American  Academy  of  Ortho- 
paedic Surgeons  in  1933  and  its  Vice-President 
from  1939  to  1940.  He  was  a founding  member 
of  the  Orthopaedic  Research  and  Education 
Foundation  and  its  President  from  1955  to  1959 
and  1961  to  1963.  He  was  a founding  member 
of  the  American  Rheumatism  Association  and 
its  Secretary/Treasurer  from  1940  to  1946.  He 
was,  in  fact,  a founding  member  of  at  least  seven 
orthopaedic  organizations,  a member  of  twenty 
others,  and  an  honorary  member  of  numerous 
local,  state,  and  national  orthopaedic  societies. 
Closer  to  home,  he  was  President  of  the  New 
Castle  County  Medical  Society  in  1954,  Presi- 
dent of  the  Delaware  Academy  of  Medicine  from 
1956  to  1958,  and  President  of  the  Medical  So- 
ciety of  Delaware  in  1959.  Dr.  Shands  put  to 


Del  Med  Jrl,  Dec  1981— Vol  53,  No  12 


609 


Editorials 


use  his  great  organizational  ability  to  guide  many 
of  the  medical  societies  to  which  he  belonged  to 
major  advances  during  his  terms  of  office. 

Dr.  Shands’  interest  in  writing  and  research 
lead  to  the  publication  of  over  380  articles.  These 
included  numerous  articles  and  several  books, 
including  The  Handbook  of  Orthopaedic  Sur- 
gery. Early  in  his  career,  Dr.  Shands’  writings 
were  directed  to  the  care  of  crippled  children. 
Later  in  life,  after  he  retired  as  the  Medical 
Director  of  the  Institute,  he  turned  his  attention 
to  medical  history,  an  area  that  had  interested 
him  throughout  the  major  portion  of  his  life  but 
one  for  which  he  had  little  time.  Following  re- 
tirement, he  delivered  a number  of  lectures  and 
published  articles  on  orthopaedic  history.  This 
interest  culminated  in  the  book  The  Early  Or- 
thopaedic Surgeons  of  America. 

Dr.  Shands  received  numerous  awards  for  his 
interest  in  orthopaedics  and  research.  As  he  was 
one  of  the  founders  of  the  Orthopaedic  Research 
and  Education  Foundation  and  the  Orthopaedic 
Research  Society,  he  was  honored  by  the  Ortho- 
paedic Research  Society  with  an  annual  lecture- 
ship named  for  him.  In  addition,  the  American 
Orthopaedic  Association  named  an  annual  lec- 
tureship for  him.  Thus,  he  had  lectureships 
named  for  him  for  his  expertise  in  both  the  clini- 
cal and  the  research  areas.  He  also  received 
the  award  of  the  Legion  of  Merit  in  1945  for 
his  contribution  to  the  war  effort  as  a Colonel  in 
the  United  States  Army  Air  Force  and  as  Chief  of 
the  Surgical  Branch  of  the  Air  Surgeons’  office. 
Perhaps  the  greatest  award  was  that  given  by 
his  friends  in  1971  when  The  Handbook  of  Or- 
thopaedic Surgery,  which  Dr.  Shands  had  origi- 
nally written  in  1937,  was  renamed  Shands ’ 
Handbook  of  Orthopaedic  Surgery,  by  his  co- 
authors and  former  residents,  R.  Beverly  Raney, 
Sr.  and  H.  Robert  Brashear,  Jr.  It  is  virtually 
impossible  to  list  the  many  other  awards  which 
Dr.  Shands  received.  These  include  member- 
ship in  Alpha  Omega  Alpha  and  honorary  mem- 
berships in  numerous  organizations,  as  well  as 
special  awards  given  for  his  support  of  the  handi- 
capped individual,  such  as  the  Special  Award 
of  the  Mancus  Foundation  presented  for  his 
service  in  1963. 

While  at  the  Alfred  I.  duPont  Institute,  he 


influenced  more  than  a hundred  orthopaedic 
residents  who  came  here  for  their  training.  Each 
of  them  remembers  Dr.  Shands  as  a personal 
friend  who  had  time  to  instruct  them  in  ortho- 
paedics and,  in  addition,  demonstrate  what  a 
complete  physician  could  be.  Dr.  Shands  not 
only  operated  and  saw  patients,  but  also  had 
the  time  to  be  with  the  children  at  the  Institute 
at  Christmas  and  Halloween.  He  knew  how  to 
play  as  well  as  how  to  work.  His  golf  game  was 
symbolic  of  his  approach  to  life.  The  ball  al- 
ways went  straight  down  the  fairway  and  never 
into  the  rough. 

Dr.  Shands  was  also  instrumental  in  forming 
the  Coordinating  Council  for  the  Care  of  the 
Handicapped  Child  in  Delaware  and,  through 
his  good  offices,  enlisted  the  aid  of  Mrs.  Alfred 
I.  duPont  in  numerous  projects  for  children  and 
for  the  Medical  Society  of  Delaware.  The  cur- 
rent building  of  the  Academy  of  Medicine  was 
renovated  with  funds  obtained  with  the  help 
of  Mrs.  duPont. 

Dr.  Shands  was  involved  in  many  local  projects 
including  the  Opportunity  Center,  the  Senior 
Center,  the  March  of  Dimes,  the  Easter  Seal 
Foundation,  and  the  Mancus  Foundation.  His 
support  of  these  organizations  reflected  his  con- 
cern for  the  total  individual.  The  Delaware 
Wheelchair  Games  sponsored  by  the  Alfred  I. 
duPont  Institute  and  held  on  April  24  to  26, 
1981,  were  dedicated  to  Dr.  Shands  in  view  of 
his  holistic  approach  to  patient  care. 

Dr.  Shands’  ability  was  attested  to  by  many 
individuals  who  have  visited  the  Institute.  On 
the  occasion  of  the  10th  anniversary  of  the  open- 
ing of  the  Institute,  Dr.  Howard  Rusk  noted 
regarding  the  patients  at  the  Institute,  “Most  of 
those  who  are  as  severely  disabled  as  those  you 
have  seen,  I am  afraid,  are  lying  in  the  bed  look- 
ing out  the  window.  Dr.  Shands  and  his  staff, 
because  of  the  excellence  of  training  and  because 
of  all  that  they  have  given  these  children,  have 
made  it  look  so  easy.  If  we  could  just  have  seen 
pieces  of  the  training  throughout  the  years  and 
been  able  to  have  a measurement  of  the  patience 
and  the  knowledge  and  the  understanding  and 
the  totality  that  it  took  to  make  these  patients 
as  they  are  today,  then  we  could  more  readily 
understand  everything  that  went  into  the  remak- 
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ing  of  these  children.”  I also  recall  the  words 
of  Dr.  Thomas  R.  Brown  on  the  occasion  of  the 
dedication  of  the  Institute.  He  stated  in  Dr. 
Shands’  introduction  at  that  time  that,  “He  must 
be  idealist  as  well  as  realist.  He  must  bring 
happiness  as  well  as  health.  He  must  be  a skill- 
ful surgeon,  able  administrator,  proven  in  clinical 
research,  and  yet  humanist  as  well,  loving  his 
fellow  man  and  his  fellow  child.  This  hospital 
is  singularly  fortunate  in  having  a Director 
possessed  of  all  these  qualities.” 

I do  believe  that  we  have  an  answer  for  Bill 
Frank’s  question,  “Was  he  a worker  of  miracles?” 
If  that  is  still  in  doubt,  then  we  should  remember 
the  prayer  given  by  Mrs.  William  G.  Hamm  on 
the  occasion  of  the  10th  anniversary  celebration 
of  the  Institute. 

“Do  not  pray  for  easy  lives, 

Pray  to  be  stronger  men. 

Do  not  pray  for  tasks  equal  to  your  powers, 

Pray  for  powers  equal  to  your  tasks. 

Then  the  doing  of  your  work  will  be  no  miracle, 
but  yours  will  be  a miracle.” 

Henry  R.  Cowell,  M.D. 
% % 

NEW  USES  FOR  OLD  DRUGS 

The  Pharmacy  and  Therapeutics  Committees 
of  hospitals  are  often  faced  with  reviewing  the 
use  of  medications  for  non-Food  and  Drug  Ad- 
ministration approved  indications.  These  drugs 
are  often  well-known,  widely  prescribed,  and 
have  a long  track  record  for  a certain  disease 
process.  During  their  usage,  another  symptom 
or  disease  is  ameliorated  and  a serendipitious  ob- 
servation is  made.  The  findings  are  then  pub- 
lished by  the  keen  investigator,  and  the  clinician 
has  a potentially  new  and  unique  tool  in  his 
therapeutic  armentarium. 

The  unique  effectiveness  of  these  drugs  makes 
their  immediate  recruitment  very  appealing. 
Among  these  agents  are  glucocorticoids  for  the 
prevention  of  hyaline  membrane  disease  in  pre- 
mature infants,  propranolol  for  hypertension 
(now  approved),  tebutaline  and  ritodrine  for 


the  inhibition  of  premature  labor,  prostaglandin 
inhibitors  for  dysmenorrhea  (now  approved), 
and  intravenous  nitroglycerin  for  coronary  artery 
dilation.  Many  of  these  pharmaceutical  agents 
and  others  have  revolutionized  therapy  long  be- 
fore, and  in  some  cases  still  without,  Food  and 
Drug  Administration  approval.  In  perspective, 
we  must  also  recall  that  diethylstilbestrol  for 
pregnancy  retention  was  used  under  similar  un- 
approved circumstances. 

Herein  lies  the  trouble.  Although  supported 
by  the  literature,  the  arduous  and  uncertain  road 
to  Food  and  Drug  Administration  approval  may 
be  many  years  away,  if  at  all,  for  such  usages. 
Application  for  I.N.D.  and  protocols  are  often 
impractical  for  the  practicing  physician.  In 
today’s  legal  medical  climate,  the  physician  with 
primary  patient  responsibility  faces  a dilemma 
when  he  believes  usage  of  an  approved  drug  for 
a non-FDA  approved  reason  would  help  his  pa- 
tient. 

I would  like  to  propose  that  utilization  of  such 
agents  be  approved  by  hospital  therapeutic  com- 
mittees without  FDA  approval  or  I.N.D.  within 
the  following  strict  guidelines: 

1.  The  agent  must  have  been  already  approved 
by  the  FDA  for  clinical  usage  in  other  con- 
ditions. 

2.  The  agent’s  risks  and  side  effects  must  have 
been  thoroughly  studied  and  the  patient  has 
no  known  contraindications. 

3.  The  agent  has  unique  or  superior  efficacy 
over  other  agents  currently  in  use. 

4.  The  agent  has  widespread  support  in  the  liter- 
ature by  respected  authors  for  the  proposed 
application. 

5.  Informed  patient  consent  is  sought  when  ap- 
propriate and  possible. 

These  guidelines  seem  to  me  within  the  bounds 
of  sound  medical  practice  without  being  exceed- 
ingly cumbersome.  I believe  this  would  allow 
informed  patients  to  share  in  the  responsibility 
for  their  care  while  allowing  patients  to  take 
judicious  advantage  of  new  discoveries  earlier 
than  would  otherwise  be  possible. 

Jeffry  I.  Komins,  M.D. 
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BACK  PAIN  IN  INDUSTRY 

Dr.  Hershey ’s  paper  in  this  issue  summarizes 
the  importance  of  back  injuries  in  industry; 
1,400  lost  hours  per  1,000  workers  per  year,  12% 
of  work-related  injuries;  and  these  injuries  cost 
the  insurance  company  25%  more  than  all  other 
injuries.  These  facts  are  all  too  well  known  to 
the  industrial  physician.  In  an  attempt  to  mini- 
mize long-term  disability,  most  physicians  in 
industry  have  initiated  early  referrals  to  ortho- 
pedists and  neurosurgeons.  The  results  have 
been  mixed. 

Dr.  Hershey  suggests  an  approach  which 
might  be  considered  “conservative,”  emphasizing 
patient  education,  remedial  exercises,  and  weight 
loss,  while  reserving  surgery  for  carefully  se- 
lected cases.  The  paper  by  Dr.  Henry  Shenkin 
reports  success  with  two  contrasting  surgical 
approaches;  microscopic  “diskectomy,”  for  the 
uncomplicated  herniated  disc,  and  a very  wide 
surgical  approach  ( with  lateral  fusion  where 
bilateral  facetectomy  is  required)  for  the  elderly 
patient  with  spondylotic  or  hypertrophic 
changes. 

Dr.  Hershey  feels  that  additional  research  is 
needed.  Dr.  Shenkin  envisions  a computer  pro- 
gram in  which  all  the  nuances  of  each  case  could 
be  placed  each  day,  including  the  patient’s 
psychological  state  and  the  surgeon’s  “track 
record”  in  similar  cases,  with  the  decision  to 
proceed  with  surgery  synthesized  by  the  ma- 
chine. The  problem  in  this  approach  is  likely 
to  be  the  quantification  of  the  nuances. 

Industry’s  faith  seems  well  placed  at  present 
in  the  digits  attached  to  the  physician’s  hand. 

William  L.  Sprout,  M.D. 
£ & 

THE  POWER  OF  THE  HEALER:  WHO  HAS 
IT  AND  WHO  WANTS  IT 

The  Power  of  the  Healer:  Its  Nature,  Sources, 
and  Limitations— this  was  the  title  of  the  Na- 
tional Endowment  for  the  Humanities  Seminar 
which  I was  privileged  to  attend  for  a month 
last  summer.  Twelve  of  us  (four  nurses,  a state 


mental  health  executive,  a Catholic  priest  who 
is  also  a professor  of  literature  and  who  recently 
spent  a sabbatical  year  in  a pain  clinic,  and  six 
physicians ) lived  together  in  a university  dormi- 
tory and  met  for  three  to  five  hours  daily  to  dis- 
cuss reading  assignments. 

Our  reading  varied  from  novels  such  as  Albert 
Camus’  The  Plague  (the  doctor  was  the  hero) 
and  Flaubert’s  Madam  Bovary  (the  doctor  was  a 
jerk),  to  poems  by  William  Carlos  Williams, 
M.D.,  and  by  W.  H.  Auden.  Auden  wrote  an 
especially  touching  poem  in  which  he  remem- 
bered his  physician  father  while  describing  his 
disappointment  when  his  own  much  beloved 
physician  died,  “having  been  what  all  doctors 
should  be  but  few  are.”  We  also  read  and  dis- 
cussed material  by  anthropologists,  nurses,  psy- 
chologists, psychiatrists,  sociologists,  and  by  Nor- 
man Cousins  whom  I relegate  to  a category  all 
by  himself. 

Some  of  the  material  was  particularly  inter- 
esting because  it  was  totally  unfamiliar.  For 
example,  there  are  Indians  in  Brazil  who  believe 
they  are  actually  red  parrots,  past,  present,  and 
future.  We  talked  that  one  over  with  a young 
professor  of  comparative  religion  whose  life  will 
be  spent  analyzing  and  comparing  the  Old  and 
New  Testaments  and  relating  them  to  the  writ- 
ings of  older  religions.  We  also  discussed  the 
daily  life  of  a New  Guinea  tribe  with  an  anthro- 
pologist who,  while  he  was  in  New  Guinea, 
witnessed  an  amputation  performed  on  a man 
with  gangrene  of  the  leg  from  a battle  injury. 
Exsanguination  was  the  quick  and  expected  con- 
sequence. 

Much  of  the  reading  and  too  much  of  the  dis- 
cussion was  devoted  to  a repeated  critique  of 
physicians,  their  ubiquitous  “arrogance,”  their 
seemingly  uncaring  attitude  (seemingly  is  my 
word;  most  of  the  others  were  very  sure),  and 
their  sense  of  “omnipotence.”  This  last  word 
was  used  in  a highly  negative  way  to  mean  that 
doctors  tend  to  appropriate  to  themselves  all 
decisions  relevant  to  their  patients’  treatment. 
The  group  considered  such  behavior,  which  I 
have  been  trained  to  consider  as  duty,  as  usur- 
pation of  patients’  rights.  The  majority  feeling 
was  that  every  patient  should  be  allowed  to 
make  his/her  own  decisions  about  everything, 
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including  decisions  whether  or  not  to  accept  or 
reject  each  venupuncture,  each  laboratory  test, 
each  x-ray  study,  and  any  recommended  therapy, 
even  one  considered  very  important  by  the  phy- 
sician. 

The  depth  of  the  dislike  for  physicians  by  the 
nurses  in  the  group  astounded  me.  I heard  later 
that  several  had  expressed  to  the  director  (a 
professor  of  humanities  on  the  medical  school 
staff)  their  concern  as  to  whether  they  would 
be  able  to  live  side-by-side  in  the  dormitory  and 
sit  side-by-side  at  a discussion  table  with  doctors. 
Several  of  the  physicians,  including  a vascular 
surgeon  ( Hftyish ) and  a psychiatrist  ( thirty  - 
fivish)  were  almost  always  on  the  side  of  the 
anti-physician  expression. 

In  addition  to  my  astonishment  at  the  per- 
vasiveness and  intensity  of  the  hostility  towards 
physicians,  I was  surprised  at  the  generally  ac- 
cepted difference  between  healing  and  curing. 
The  latter,  ie,  the  curing  of  disease,  was  con- 
sidered the  appropriate  domain  of  physicians, 
who  were  again  faulted  for  not  recognizing  its 
limitations  as  well  as  the  universal  needs  of 
patients  for  other  therapies. 

Physicians  were  simultaneously  chided  for 
curing  too  vigorously  and  for  directing  all  of 
their  efforts  towards  curing  while  restricting 


( and  frequently  preventing ) nonphysician  thera- 
pists from  participating  in  the  healing  part  of 
care,  that  is,  relief  from  subjective  dys-ease  as 
opposed  to  objective  disease. 

The  group  agreed  with  Auden’s  physician 
father,  who  said,  “Healing  is  not  a science  but 
the  intuitive  art  of  wooing  nature.”1  That  heal- 
ing is  always  available  to  every  human  being, 
especially  if  s/he  is  allowed  to  stay  in  charge 
of  his/her  own  destiny  was  frequently  repeated. 
Curing  was  considered  a very  minor  component 
of  an  ideal  patient  care  system,  ie,  one  which 
would  meet  all  the  needs  of  every  patient. 

For  one  class  exercise,  each  of  us  wrote  a 
short  story  which  had  to  be  “true  but  not  neces- 
sarily factual.”  One  of  the  nurses  described  her 
inappropriate  behavior  (her  verdict,  not  mine) 
while  she  was  in  charge  of  a Peace  Corps  clinic 
in  South  America.  She  had  just  decided  that 
her  missed  period  meant  pregnancy  when  she 
saw  an  Indian  woman  coming  up  the  front  walk 
to  the  clinic  carrying  a child  who  appeared  to 
have  rubella.  The  nurse  ran  out  the  back  door, 
an  action  which  I thought  prudent,  but  for  which 
she  has  never  forgiven  herself. 

Two  other  nurses  wrote  about  their  frustra- 
tions in  dealing  with  obstinate  physicians  during 
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the  care  of  several  patients.  One  physician  had 
refused  to  order  platelet  transfusions  when  the 
nurse  wanted  him  to;  she  was  convinced  her 
patient  would  shortly  die.  She  seemed  to  me 
frustrated  mostly  because  the  obstinate  ( and 
somewhat  rude)  hematologist  was  actually  cor- 
rect in  his  decision  to  ignore  her  therapeutic 
advice.  Another  culprit  physician  refused  to 
let  the  nurse  tell  their  patient  his  grim  diagnosis 
( AMLS). 

In  his  story,  the  oldest  physician  of  our  group 
berated  himself  to  the  point  of  tears  for  having 
treated  during  World  War  II  a fellow  soldier 
who  was  in  coma  from  Plasmodium  falciparum 
malaria  despite  knowing  that  the  patient,  who 
was  also  a friend,  was  philosophically  opposed 
to  drug  therapy  of  any  kind.  The  patient  sur- 
vived but  never  again  spoke  to  the  physician. 

I thought  that  almost  all  of  the  seminar  par- 
ticipants, the  leader  included,  were  terribly  con- 
fused about  the  difference  between  the  words 
humanities  and  humanism , equating  a lack  of 
familiarity  with  or  ongoing  participation  in  the 
humanities  (literature,  art,  classical  music,  and 
dance)  with  a lack  of  humanism,  ie,  not  treating 
patients  decently. 

The  seminar  convinced  me  that  all  physicians 
should  be  more  aware  of  and  concerned  about 
the  steady  bad-mouthing  they  regularly  get  from 
their  nonphysician  colleagues  on  the  health  care 
team  (most  of  whom  hate  the  captains)  and 
often  from  some  of  their  physician  colleagues 
as  well;  much  of  it  is  slanderous. 

Bernadine  Z.  Paulshock,  M.D. 


% % % 


MATZ’S  PRINCIPLES  OF  MEDICINE,  Part  III 

In  1977,  Dr.  Robert  Matz,  a New  York  intern- 
ist, codified  “some  of  the  rules  and  principles 
by  which  the  profession  has  survived  and  oper- 
ated up  to  the  present  time.”1-2  With  his  per- 
mission we  are  reprinting  some  of  Matz’s  Prin- 
ciples in  several  installments.  Ed. 


1.  You  cannot  diagnose  a condition  if  you  do 
not  think  of  it. 

2.  The  quality  of  survival  is  as  much  the  phy- 
sician’s responsibility  as  the  facts  of  survival. 

3.  Textbooks  of  a previous  generation  were  as 
large  as  the  textbooks  of  today  but  contained 
a different  body  of  misinformation. 

4.  New  equipment  and  new  procedures  may 
improve  medical  care,  but  seldom  decrease 
the  cost. 

5.  There  is  only  one  thing  more  foolish  than  to 
think  that  one’s  own  specialty  can  solve  all 
problems,  and  that  is  to  think  that  another 
specialty  can. 

6.  A.  Everything  is  always  worse  than  you 

thought  it  was  going  to  be. 

B.  Nothing  is  ever  as  simple  as  it  first  seems. 

C.  If  you  tinker  with  something  long  enough 
you  will  break  it. 

D.  Everything  costs  more  than  you  first  esti- 
mated. 

E.  It  is  easier  to  get  involved  in  something 
than  to  get  out  of  it. 

F.  If  you  look  for  trouble  you  are  sure  to 
find  it. 

7.  Worry  is  a device  of  nature  to  make  us  try 
to  do  our  best. 

8.  A conclusion  is  the  place  where  you  got  tired 
of  thinking. 

9.  Obesity:  To  live  and  be  fat  is  better  than  not 
to  live  at  all.  To  live  and  be  lean  is  better 
than  to  be  fat. 

10.  To  profit  from  good  advice  requires  more 
wisdom  than  to  give  it. 

11.  There  is  nobody  so  irritating  as  somebody 
with  less  intelligence  and  more  common  sense 
than  we  have. 

12.  Progress  might  have  been  all  right  once,  but 
it  went  on  too  long. 

13.  Logic  is  the  art  of  going  wrong  with  confi- 
dence. 
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ON  AND  OFF  THE  MASTHEAD 

Goodbye  and  many  thanks  to  Patrick  F.  Ash- 
ley, M.D.,  Katherine  L.  Esterly,  M.D.,  Mark 
John  Granada,  M.D.,  George  L.  Henderson, 
M.D.,  Alfred  Lazarus,  M.D.,  and  William  J. 
Vandervort,  M.D.,  who  are  leaving  the  Editorial 
Board,  several  of  them  after  many  years  of  con- 
tinued service.  Farewell  also  to  Francis  P.  Parker, 
M.D.,  who  is  leaving  the  Publications  Committee. 

Hello  and  welcome  to  James  R.  Bowen,  M.D., 
Alan  J.  Fink,  M.D.,  Warren  R.  Johnson,  M.D., 
James  H.  Newman,  M.D.,  David  V.  Pecora,  M.D., 
William  L.  Sprout,  M.D.,  Marguerite  D.  Thew, 
M.D.,  and  Timothy  F.  Wozniak,  M.D.  James  P. 
Marvel,  Jr.,  M.D.  is  new  to  our  Publications  Com- 
mittee, and  Stephen  H.  Franklin,  M.D.  and  John 
S.  Wills,  M.D.  have  left  the  Editorial  Board  to 
join  the  Publications  Committee. 


OB-GYN  TEACHING 
COORDINATOR 

at  Truman  Medical  Center/East,  one  of  two 
teaching  hospitals  for  the  University  of 
Missouri— Kansas  City  School  of  Medicine. 
Joint  faculty  appointments  in  Departments 
of  Family  Medicine  and  OB-GYN.  Primary 
responsibilities  teaching  OB  and  office  GYN 
to  Family  Practice  residents,  supervision  of, 
and  work  with  a 4th-year  OB-GYN  resi- 
dent, some  lesser  involvement  with  medical 
students,  and  consultation  in  high-risk  preg- 
nancy problems  as  they  present.  Competi- 
tive salary,  excellent  fringes,  opportunities 
for  additional  practice,  if  desired.  Con- 
tact Family  Medicine  Department,  Univer- 
sity of  Missouri— Kansas  City  School  of 
Medicine,  Truman  Medical  Center/East, 
Route  17,  Kansas  City,  Missouri  64139. 
(816)  373-8210.  Attention:  Thomas  A. 

Nicholas,  M.D.,  Chairman,  or  Robert  E. 
Stelle,  M.D.,  Vice-Chairman. 
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When 

we  help 

establish 

your 

practice, 

your 

primary 

cares  will 


be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nnTionRii  rnemcfib 
emeRPRises,  inc. 


"The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 


COMMITTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  1982 


STANDING  COMMITTEES 

BUDGET 

Peter  R.  Coggins,  M.D.,  Chairman 

O.  S.  Allen,  II,  M.D.  R.  E.  Heckman,  M.D. 

R.  T.  D’Alonzo,  M.D.  C.  S.  Papastavros,  M.D. 

T.  E.  Dyer,  M.D.  T.  S.  Vates,  Jr.,  M.D. 


BYLAWS 

Dene  T.  Walters,  M.D.,  Chairman 
Christos  S.  Papastavros,  M.D.,  Vice-Chairman 

D.  A.  Alvarez,  M.D.  J.  L.  Campbell,  M.D. 

R.  J.  Bishoff,  M.D.  W.  H.  Duncan,  M.D. 

J.  J.  Egan,  M.D. 


JUDICIAL  COUNCIL 

A.  L.  Cucuzzella,  M.D.  J.  J.  Egan,  M.D. 

M.  H.  Dorph,  M.D.  C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 


MEDICAL  ECONOMICS 

Ben  C.  Corballis,  M.D.,  Chairman 
Robert  E.  Heckman,  M.D.,  Vice-Chairman 


O.  S.  Allen,  II,  M.D. 
J.  A.  Arminio,  M.D. 

R.  T.  Beattie,  M.D. 

J.  A.  Elliott,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 
R.  N.  Hindin,  M.D. 

G.  A.  Koniver,  M.D. 


G.  S.  Lerman,  M.D. 

R.  L.  Meckelnburg,  M.D. 

B.  S.  Palekar,  M.D. 

J.  K.  Park,  M.D. 

R.  J.  Scacheri,  M.D. 

C.  G.  Wagner,  M.D. 

O.  S.  Weaver,  M.D. 


MEDICAL  REVIEW 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Anis  Saliba,  M.D.,  Vice-Chairman 


J.  H.  Benge,  M.D. 

G.  K.  Berger,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

F.  M.  Davis,  D.O. 

J.  J.  Egan,  M.D. 

E.  M.  Goldenberg,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 


C.  B.  Hearne,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 

A.  Lazarus,  M.D. 

A.  Mansoory,  M.D. 

P.  J.  Mette,  M.D. 

C.  S.  Papastavros,  M.D. 

I.  J.  Tikellis,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 
T.  S.  Vates,  Jr.,  M.D. 

C.  G.  Wagner,  M.D. 

L.  W.  Whitney,  M.D. 


PEER  REVIEW  AND  PROFESSIONAL  EVALUATION 
Jane  C.  Straughn,  M.D.,  Chairman 


PROGRAM 

Henry  R.  Cowell,  M.D.,  Chairman 

B.  N.  Bautista,  M.D.  R.  L.  Meckelnburg,  M.D. 

L.  Edelsohn,  M.D.  M.  Oz,  M.D. 

V.  J.  Maximo,  M.D.  R.  B.  Rodrigue,  M.D. 

F.  T.  Viloria,  M.D. 


PUBLIC  AND  PROFESSIONAL  EDUCATION 

E.  Wayne  Martz,  M.D.,  Chairman 
Jane  C.  Straughn,  M.D.,  Vice-Chairman 


R.  Z.  Abdel-Misih,  M.D. 

D.  A.  Alvarez,  M.D. 

E.  Craven,  M.D. 

W.  H.  Duncan,  M.D. 

K.  Eid,  M.D. 

J.  Gelb,  M.D. 

C.  I.  Glassman,  M.D. 

E.  M.  Goldenberg,  M.D. 
M.  J.  Granada,  M.D. 

O.  K.  Hamilton,  M.D. 

R.  N.  Hindin,  M.D. 

J.  M.  Hofford,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 

K.  A.  Kim,  M.D. 


P.  J.  Mette,  M.D. 

J.  C.  Pamintuan,  M.D. 
Y.  A.  Patel,  M.D. 

B.  Z.  Paulshock,  M.D. 
S.  R.  Permut,  M.D. 

J.  F.  Reamer,  M.D. 

R.  B.  Rodrigue,  M.D. 
M.  Saberi,  M.D. 

S.  Singh,  M.D. 

J.  J.  Storlazzi,  M.D. 

F.  T.  Viloria,  M.D. 

D.  T.  Walters,  M.D. 

J.  S.  Wills,  M.D. 

R.  Winkelmayer,  M.D. 


PUBLIC  LAWS 

Allston  J.  Morris,  M.D.,  Chairman 
Joseph  F.  Kestner,  Jr.,  M.D.,  Vice-Chairman 


C.  Allen,  M.D. 

R.  J.  Bishoff,  M.D. 

R.  W.  Buckley,  M.D. 

V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  Sr.,  M.D. 

W.  H.  Duncan,  M.D. 

A.  B.  Evantash,  M.D. 

R.  W.  F relick,  M.D. 

E.  F.  Gliwa,  M.D. 

A.  Z.  Hameli,  M.D. 

R.  E.  Heckman,  M.D. 

J.  I.  Komins,  M.D. 


J.  A.  Kuhn,  M.D. 

V.  G.  J.  Lobo,  D.O. 

H.  Lovett,  M.D. 

J.  R.  McNinch,  M.D. 

J.  C.  Pamintuan,  M.D. 
E.  F.  Quinn,  III,  M.D. 
E.  M.  Renzi,  M.D. 

G.  J.  Savage,  M.D. 

S.  Schlesinger,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D. 

O.  S.  Weaver,  M.D. 

A.  F.  Zimmerman,  M.D. 


PUBLICATION 

Bernadine  Z.  Paulshock,  M.D.,  Chairman 


S.  H.  Franklin,  M.D. 
W.  J.  Holloway,  M.D. 
J.  F.  Kestner,  Jr.,  M.D, 
R.  C.  Knowles,  M.D. 

E.  W.  Martz,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 
R.  H.  Morgan,  M.D. 

P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D. 

J.  S.  Wills,  M.D. 


616 


Del  Med  Jjrl,  Dec  1981— Vol  53,  No  1 


Committees  of  the  Medical  Society  of  Delaware  1982 


SPECIAL  COMMITTEES 


AGING 


Stephen  L.  Hershey,  M.D.,  Chairman 
Harold  J.  Laggner,  M.D.,  Vice-Chairman 


R.  Abel,  Jr.,  M.D. 

R.  G.  Altschuler,  M.D. 
M.  E.  Banez,  M.D. 


R.  B.  Brereton,  M.D, 
J.  J.  Gallagher,  M.D. 
M.  J.  Gilani,  M.D. 

A.  A.  Golden,  D.O. 


S.  W.  Bartoshesky,  M.D. 

W.  D.  Shellenberger,  M.D. 


HEALTH  PLANNING 
Charles  M.  Smith,  M.D.,  Chairman 


N.  L.  Cannon,  M.D. 

B.  C.  Corballis,  M.D. 

V.  T.  Davis,  M.D. 

C.  R.  Donoho,  Jr.,  M.D, 

W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 


J.  Gelb,  M.D. 

R.  B.  Glidden,  M.D. 

E.  M.  Goldenberg,  M.D. 
J.  F.  Kestner,  Jr.,  M.D. 
P.  J.  Mette,  M.D. 

S.  R.  Permut,  M.D. 

C.  G.  Wagner,  M.D. 


K.  L.  Esterly,  M.D. 

R.  A.  Zaragoza,  M.D. 


ALFRED  I.  DU  PONT  INSTITUTE 
Rafael  A.  Zaragoza,  M.D.,  Chairman 


A.  L.  Cueuzzella,  M.D. 
K.  L.  Esterly,  M.D. 

R.  B.  Flinn,  M.D. 

R.  W.  Frelick,  M.D. 

J.  V.  Gallagher,  M.D. 
C.  E.  Graybeal,  M.D. 
C.  L.  Miller,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 

E.  F.  Quinn,  III,  M.D. 
E.  M.  Renzi,  M.D. 

I.  J.  Tikellis,  M.D. 

L.  W.  Whitney,  M.D. 

A.  F.  Zimmerman,  M.D. 


ALTERNATIVE  METHODS  OF  HEALTH 
CARE  DELIVERY 


Anthony  L.  Cueuzzella,  M.D.,  Chairman 


J.  H.  Benge,  M.D. 

I.  F.  Chavin,  M.D. 
P.  R.  Coggins,  M.D 
R.  W.  Frelick,  M.D. 

J.  Gelb,  M.D. 

J.  J.  Giliberto,  D.O. 
D.  Howard,  M.D. 


T.  N.  Jarrell,  III,  M.D. 
N.  P.  Jones,  M.D. 

T.  F.  Kestner,  Jr.,  M.D. 
E.  M.  Renzi,  M.D. 

G.  M.  Smith,  M.D. 

C.  G.  Wagner,  M.D. 

H.  F.  Wendel,  M.D. 


CULTURAL  AND  HISTORICAL 


Lewis  B.  Flinn,  M.D.,  Chairman 


B.  N.  Bautista,  M.D.  T.  T.  Metzger,  M.D. 


E.  D.  Bryan,  M.D. 

R.  F.  Gordon,  M.D. 

H.  Graff,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
P.  L.  LeRoy,  M.D. 


C.  P.  Mulveny,  M.D. 
J.  A.  Munroe,  Ph.D. 

B.  Z.  Paulshock,  M.D. 
N.  Singh,  M.D. 

C.  Strahan,  Jr.,  M.D. 


A.  C.  Wooden,  M.D. 


IMPAIRED  PHYSICIAN 
Robert  T.  Beattie,  M.D.,  Chairman 


A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 
C.  B.  Hearne,  M.D. 

J.  P.  Kramer,  M.D. 

H.  E.  Mast,  M.D. 


H.  T.  McGuire,  M.D. 
J.  T.  Metzger,  M.D. 

P.  D.  Schindler,  M.D. 

N.  Taub,  M.D. 

O.  P.  Tedesco,  M.D. 

R.  Winkelmayer,  M.D, 


LIABILITY  INSURANCE 


James  B.  McClements,  M.D.,  Chairman 
Ben  C.  Corballis,  M.D.,  Vice-Chairman 


R.  G.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

I.  F.  Chavin,  M.D. 

L.  M.  Garcia,  M.D. 

E.  Ger,  M.D. 

M.  Gibbs,  M.D. 

A.  Z.  Hameli,  M.D. 

O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

A.  F. 


S.  L.  Hershey,  M.D. 
A.  W.  Levy,  D.O. 

P.  J.  Mette,  M.D. 

D.  A.  Nelson,  M.D. 
P.  B.  Panzer,  M.D. 
H.  J.  Stein,  M.D. 

J.  C.  Straughn,  M.D. 
C.  G.  Wagner,  M.D. 
P.  R.  Walker,  M.D. 

J.  R.  Yanez,  M.D. 
Zimmerman,  M.D. 


Evaluation  of  Liability  Insurance  Programs  Subcommittee 
Ben  C.  Corballis,  M.D.,  Chairman 

Risk  Management  Subcommittee 
Ali  Z.  Hameli,  M.D.,  Chairman 

District  I Claims  Review 
Martin  Gibbs,  M.D.,  Chairman 

District  II  Claims  Review 
James  B.  McClements,  M.D.,  Chairman 


ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE 


Ekkehard  S.  Schubert,  M.D.,  Chairman 
G.  E.  Bender,  M.D. 


J.  E.  DeLaurentis,  M.D. 
E.  F.  Fantazier,  M.D. 

P.  C.  Francisco,  M.D. 

E.  F.  Gliwa,  M.D. 

L.  M.  Kirifides,  D.O. 

L.  C.  Mankin,  M.D. 


F.  T.  O'Brien,  M.D. 
H.  L.  Reed,  M.D. 

R.  B.  Rodrigue,  M.D, 

V.  V.  Sagar,  M.D. 

W.  A.  Taylor,  M.D. 
F.  T.  Viloria,  M.D. 

A.  C.  Wooden,  M.D. 


MATERNAL  AND  CHILD  CARE 

John  F.  Gehret,  M.D.,  Chairman 
William  A.  Meyer,  M.D.,  Vice-Chairman 


L.  S.  Batman,  M.D. 

T.  E.  Chronister,  M.D. 
L.  L.  David,  M.D. 

T.  E.  Dyer,  M.D. 

K.  L.  Esterly,  M.D. 

P.  C.  Francisco,  M.D. 
R.  C.  Hayden,  M.D. 


G.  R.  Hilty,  III,  M.D. 

M.  C.  Hoffman,  M.D. 
R.  de  Jesus-Jiloca,  M.D 
W.  D.  Johnson,  M.D. 
L.  M.  Kirifides,  D.O. 

J.  I.  Komins,  M.D. 

N.  R.  Kothari,  M.D. 


Del  Med  Jrl,  Dec  1981-Vol  53,  No  12 


617 


Committees  of  the  Medical  Society  of  Delaware  1982 


V.  Marquez,  M.D. 

D.  Platt,  M.D. 

R.  H.  Radnich,  M.D. 

H.  Rosenblum,  M.D. 

O. 


F.  J.  Shannon,  Jr.,  M.D. 

W.  Slate,  M.B.,  Ch.B.,  M.S. 
N.  L.  Stag,  M.D. 

H.  H.  Stroud,  M.D. 

Weaver,  M.D. 


MEDICINE  AND  RELIGION 
Peter  Huang,  M.D.,  Chairman 


C.  E.  Attig,  M.D. 

C.  M.  Bancroft,  M.D. 

G.  C.  Connolly,  M.D. 

F.  B.  L.  Haines,  M.D. 
W.  L.  M.  King,  M.D. 

H.  E.  Mast,  M.D. 


C.  L.  Minor,  M.D. 

W.  Slate,  M.B.,  Ch.B.,  M.S. 
Chaplain  L.  L.  Swanson 
J.  R.  Temple,  M.D. 

R.  H.  Weiss,  M.D. 

R.  Winkelmayer,  M.D. 


A.  C.  Wooden,  M.D. 


MEDICO-LEGAL  AFFAIRS 


Martin  Gibbs,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


J.  A.  Arminio,  M.D. 

I.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 

F.  M.  Davis,  D.O. 

A.  J.  Fink,  M.D. 

S.  H.  Franklin,  M.D. 
H.  Graff,  M.D. 

R.  E.  Heckman,  M.D. 

J.  T.  Hogan,  M.D. 

G.  B.  Inguito,  M.D. 

G.  A.  Koniver,  M.D. 


J.  T.  Metzger,  M.D. 

C.  P.  Mulveny,  M.D. 

G.  M.  Owens,  M.D. 

P.  B.  Panzer,  M.D. 

J.  A.  Pereira-Ogan,  M.D, 
N.  Taub,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 

I.  J.  Tikellis,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 

F.  T.  Viloria,  M.D. 

J.  G.  Waddell,  M.D. 

C.  G.  Wagner,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 

H.  Wing,  M.D. 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE 


Chiropractic 

I.  Favel  Chavin,  M.D.,  Chairman 


R.  T.  Beattie,  M.D. 

J.  H.  Benge,  M.D. 

A.  L.  Cucuzzella,  M.D. 

R.  L.  Meckelnburg,  M.D. 


C.  S.  Papastavros,  M.D. 
E.  F.  Quinn,  III,  M.D. 
J.  R.  Temple,  M.D. 

J.  G.  Waddell,  M.D. 


Licensed  Clinical  Social  Workers 
V.  Terrell  Davis,  M.D.,  Chairman 


Nurse  Practice  Act 
Dene  T.  Walters,  M.D.,  Chairman 


J.  E.  Belgrade,  M.D. 

I.  F.  Chavin,  M.D. 

J.  Gelb,  M.D. 

H.  Graff,  M.D. 

T.  N.  Jarrell,  III,  M.D. 
J.  F.  Kestner,  Jr.,  M.D. 
V.  G.  J.  Lobo,  Jr.,  D.O. 


S.  R.  Permut,  M.D. 
D.  Platt,  M.D. 

R.  B.  Rodrigue,  M.D. 
R.  H.  Sherman,  M.D. 
I.  J.  Tikellis,  M.D. 

C.  G.  Wagner,  M.D. 

D.  T.  Walters,  M.D. 


Physician  Assistants 

Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 
Optometrists 

Robert  Abel,  Jr.,  M.D.,  Chairman 
Pharmacy 

William  J.  Holloway,  M.D.,  Chairman 

M.  E.  Banez,  M.D.  I.  M.  Berkowitz,  D.O. 

J.  H.  Benge,  M.D.  M.  H.  Dorph,  M.D. 

B.  Benson,  Jr.,  M.D.  B.  Z.  Paulshock,  M.D. 

P.  P.  Potocki,  M.D. 


PRISON  HEALTH  CARE 


Norman  Taub,  M.D.,  Chairman 


L.  Bales,  M.D. 

A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
V.  T.  Davis,  M.D. 

J.  E.  DeLaurentis,  M.D. 
H.  Graff,  M.D. 

E.  P.  Ivey-Davis,  M.D. 


A.  T.  Jolly,  M.D. 

J.  P.  Kramer,  M.D. 

H.  L.  Reed,  M.D. 

W.  D.  Shellenberger,  M.D. 
O.  P.  Tedesco,  M.D. 

C.  G.  Wagner,  M.D. 

R.  Winkelmayer,  M.D. 


NUCLEAR  ENERGY  AND  SAFETY 


Robert  L.  Meckelnburg,  M.D.,  Chairman 

T.  L.  Arnold,  Jr.,  M.D.  F.  T.  O’Brien,  M.D. 

J.  E.  DeLaurentis,  M.D.  M.  D.  Perez,  M.D. 

W.  W.  Inge,  Jr.,  M.D.  C.  G.  Wagner,  M.D. 

L.  W.  Whitney,  M.D. 

PARAMEDICAL  AND  ANCILLARY  PROFESSIONALS 


Richard  H.  Morgan,  M.D.,  Chairman 


O.  K.  Hamilton,  M.D. 

W.  W.  Inge,  Jr.,  M.D. 

W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 

H.  E.  Mast,  M.D. 

J.  B.  McManus,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 

F.  T.  O’Brien,  M.D. 


S.  R.  Permut,  M.D. 
W.  F.  Renzulli,  M.D. 

B.  B.  Rose,  M.D. 

T.  C.  Scott,  D.O. 

J.  C.  Sewell,  M.D. 

C.  Strahan,  Jr.,  M.D. 
N.  Taub,  M.D. 

M.  A.  Woolley,  M.D. 


PUBLIC  RELATIONS 
David  A.  Levitsky,  M.D.,  Chairman 


I.  F.  Chavin,  M.D. 

C.  E.  Graybeal,  M.D. 
N.  P.  Jones,  M.D. 

W.  R.  Mast,  M.D. 


W.  A.  Meyer,  M.D. 

B.  Z.  Paulshock,  M.D. 
S.  R.  Permut,  M.D. 

J.  C.  Sewell,  M.D. 


Ignatius  J.  Tikellis,  M.D.,  Chairman  SCHOOL  HEALTH 

Certified  Nurse  Anesthetists  Peter  D.  Pizzutillo,  M.D.,  Chairman 

R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D.  T.  E.  Cronister,  M.D.  R.  W.  Frelick,  M.D. 

R.  E.  Heckman,  M.D.  G.  J.  Savage,  M.D.  J.  A.  J.  Forest,  Jr.,  M.D.  N.  P.  Haritos,  M.D. 
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Committees  of  the  Medical  Society  of  Delaware  1982 


G.  R.  Hilty,  III,  M.D. 
C.  R.  Huggins,  M.D. 
N.  R.  Kothari,  M.D. 
C.  Kotula,  R.N. 

J.  P.  Kramer,  M.D. 

C.  L.  Miller,  M.D. 


W.  Omans,  M.D. 

P.  Purcell,  M.D. 

B.  B.  Rose,  M.D. 

E.  F.  Schneider,  M.D. 
E.  F.  J.  Siebold,  D.O. 
Mrs.  E.  Vincent 


Delaware  Society  of  Nuclear  Medicine 
Delaware  Society  of  Obstetrics-Gynecology 
Delaware  Society  of  Orthopaedic  Surgeons 

AD  HOC  COMMITTEES 


SPECIALTY  SOCIETIES 

Rafael  A.  Zaragoza,  M.D.,  Chairman 

Delaware  Academy  of  Dermatologists 
Delaware  Academy  of  Family  Physicians 
Delaware  Academy  of  Ophthalmology 
Delaware  Association  of  Neurological  Surgeons 
Delaware  Chapter,  American  Academy  of  Pediatrics 
Delaware  Chapter,  American  College  of  Emergency 
Physicians 

Delaware  Chapter,  American  College  of  Obstetricians 
and  Gynecologists 

Delaware  Chapter,  American  College  of  Physicians 
Delaware  Chapter,  American  College  of  Surgeons 
Delaware  Occupational  Medical  Association 
Delaware  Pathology  Society 
Delaware  Psychiatric  Society 
Delaware  Radiology  Society 
Delaware  Society  of  Anesthesiology 
Delaware  Society  of  Internal  Medicine 


PROJECT  GRANTS 

Edward  F.  Gliwa,  M.D.,  Chairman 

D.  Howard,  M.D.  P.  Purcell,  M.D. 

A.  J.  Morris,  M.D.  C.  M.  Smith,  M.D. 

H.  F.  Wendel,  M.D. 

SECOND  OPINION  PROGRAM 

Edgar  R.  Miller,  M.D.,  Chairman 

J.  J.  Gallagher,  M.D.  J.  C.  Straughn,  M.D. 

W.  D.  Johnson,  M.D.  H.  Wilk,  M.D. 

TRANSFER  OF  MEDICARE,  PART  B 
Calvin  B.  Hearne,  M.D.,  Chairman 
T.  S.  Vates,  Jr.,  M.D.  L.  W.  Whitney,  M.D. 

VOLUNTARY  EFFORT 
A.  L.  Cucuzzella,  M.D.  E.  M.  Renzi,  M.D. 


LIAISONS  AND  REPRESENTATIVES  TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 

American  Cancer  Society,  Delaware  Division,  Inc— William  G.  Slate,  M.B.,  Ch.B.,  M.S.,  Liaison 
American  Diabetes  Association,  Delaware  Affiliate,  Inc.— Grafton  D.  Reeves,  M.D.,  Liaison 
American  Heart  Association  of  Delaware,  Inc.— Paul  C.  Pennock,  M.D.,  Liaison 

Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware—  Rhoslyn  J.  Bishoff,  M.D.,  Representative 
Coordinating  Council  for  the  Handicapped  Child,  Inc.—  Henry  H.  Stroud,  M.D.,  Liaison 
Delaware  Institute  of  Medical  Education  and  Research— E.  Wayne  Martz,  M.D.,  Liaison 
Delaware  Lung  Association— Joseph  F.  Kestner,  Jr.,  M.D.,  Liaison 

Medicaid  Cost  Containment  Committee,  Department  of  Health  and  Social  Services,  State  of  Delaware—  David  Platt, 
M.D.,  Representative 

Medical  Advisory  Committee,  Division  of  Social  Services,  State  of  Delaware—  Robert  Abel,  Jr.,  M.D.,  David  Platt, 
M.D.,  Ms.  Anne  Shane  Bader,  Representatives 
Spina  Bifida  Association— Nina  L.  Steg,  M.D.,  Liaison 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 


Del  Med  Jhl,  Dec  1981-Vol  53,  No  12 


819 


jii  cilia  It 


MEDLAB  - AUGUSTINE  CUT-OFF 
SUITE  13  PROFESSIONAL  BLDG. 
AUGUSTINE  CUT-OFF 
WILMINGTON,  DELAWARE 
(302)  655-4445 


MEDLAB  - PIKE  CREEK 
1 PIKE  CREEK  CENTER 
NEW  LINDEN  HILL  ROAD 
WILMINGTON,  DELAWARE 
(302)  994-5764  (302)  994-7603 


MEDLAB  - FOULK  RD. 

1805  FOULK  ROAD 
CORNER  FOULK  & SILVERSIDE  RDS. 
WILMINGTON,  DELAWARE 
(302)  478-3228 


NEWARK  MEDICAL  LABORATORY 
KELWAY  PLAZA,  SUITE  105 
314  EAST  MAIN  STREET 
NEWARK,  DELAWARE 
(302)  731-0244 


• surgical  pathology 


• cytology 


• microbiology 


• chemistry 


• hematology 


• serology 


Delaware  Medical  Laboratories , Inc . • (3021  994-5764 

1 PIKE  CREEK  CENTER,  WILMINGTON,  DELAWARE  19808 


LOW  BACK  PAIN:  NEW  THOUGHTS 
ABOUT  AN  ANCIENT  DISEASE 


Stephen  L.  Hershey,  M.D. 


Man  has  contended  with  lower  back  pain  ever 
since  he  began  using  his  cephalad  extremities  as 
arms  rather  than  legs,  but  it  was  as  recently  as 
the  1930s  that  one  of  the  main  causes  of  the 
condition  was  elucidated,  namely  the  so-called 
prolapsed,  herniated,  or  ruptured  intervertebral 
disc.1  Mixter  and  Barr’s  explanation  has  led  to 
“the  dynasty  of  the  disc”  as  Ian  Macnab  has 
called  it.2 

For  the  next  20  to  30  years,  a great  deal  of 
spinal  surgery  in  the  form  of  disc  excision  was 
performed  in  an  effort  to  alleviate  back  and  nerve 
root  pain.  The  results  of  this  frequently  per- 
formed surgery  have  been,  in  too  many  cases, 
anything  but  gratifying.2 

Controversy  has  raged  about  the  need  for 
spinal  fusion  with  disc  excision  and  has  never 
been  completely  settled.  What  has  become  clear, 
however,  is  that  while  in  certain  well  defined 
situations  disc  excision  can  be  extremely  gratify- 
ing to  both  patient  and  surgeon,  the  opposite  is 
true  if  certain  well  defined  presurgical  criteria 
are  not  met.  An  examination  of  the  appropriate 
criteria  for  surgical  intervention  will  lead  to  a 
better  understanding  of  when  to  pursue  non- 
surgical  treatment. 

Before  disc  excision  is  undertaken,  there  must 
have  been  a trial  of  nonsurgical  treatment  to 
which  the  patient  has  failed  to  respond.  There 
are  rare  exceptions  to  this,  namely  the  acute 

Dr.  Hershey  is  an  orthopedic  surgeon  practicing  in  Wilmington. 


centrally  ruptured  disc,  and  situations  where 
there  is  a rapid  progression  of  neurologic  defi- 
cit, but  these  are  rare  indeed  when  the  cause 
of  neurologic  deficit  is  disc  herniation. 

The  lumbar  spine  should  never  be  surgically 
explored  to  find  out  what  is  wrong.  If  the  pa- 
tient does  not  exhibit  some  clinical  manifestation 
of  nerve  root  impingement  or  malfunction,  the 
cause  of  pain  will  not  be  discovered  at  surgery. 
If  the  surgeon  is  in  doubt  about  the  cause  of 
the  patient’s  complaints,  it  is  highly  unlikely 
that  surgery  will  bring  the  cause  to  light.8 

Many  other  conditions  mimic  low  back  dis- 
orders, the  classic  and  most  frequent  being  dis- 
ease of  the  hip.4  There  are  now  many  examples 
in  the  literature  and  in  orthopedists’  files  of 
people  having  undergone  lower  spine  surgery 
without  relief,  only  to  be  subsequently  found 
to  have  hip  disease  as  the  underlying  cause  of 
their  lower  back  and  leg  complaints.  The  un- 
fortunate situation  here,  as  one  author  puts  it, 
is  that,  “These  are  all  examples  of  failure  to  do 
a complete  and  adequate  physical  examination 
and  history,  and  in  addition  are  gross  examples 
of  unnecessary  surgery. ”r’ 

Myelography  or  EMC  studies  should  never 
be  used  as  the  sole  determinants  of  the  diagnosis 
and  justification  for  surgery.  Even  with  the  new 
contrast  media  such  as  metrizamide  (Amipaque, 
Winthrop),  there  are  both  false  positive  and 
false  negative  myelography  studies.  Myelog- 
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raphy  should  be  used  preoperatively  as  a confir- 
mation of  the  clinical  diagnosis,  to  rule  out  other 
pathology  (ie,  spinal  cord  or  root  tumor),  and  to 
confirm  the  level  of  pathology. 

What  clinical  signs  specifically  demonstrate 
root  compression  or  irritation?  The  most  obvious 
is  an  absent  or  depressed  deep  tendon  reflex, 
especially  if  it  is  known  that  the  patient  origi- 
nally had  a normal  one,  ie,  has  a progressive 
neurologic  deficit.  The  next  best  sign  is  sensory 
loss  in  an  acceptable  neurologic  distribution 
and/or  motor  weakness. 

In  many  cases,  however,  no  definite  neuro- 
logic deficit  exists.  Reliance  must  then  be  upon 
tests  which  are  more  subjective,  and  a grey  zone 
is  therefore  entered.  Virtually  hundreds  of 
tests  are  purported  to  demonstrate  sciatic  nerve 
irritation.  In  my  clinical  experience,  the  most 
reliable  test,  if  it  is  properly  performed,  is  the 
“bowstring”  sign  or  test.  If  the  bowstring  test 
is  positive,  one  can  at  least  be  assured  that  the 
nerve  is  irritated. 

Let  us  now  examine  some  statistics  to  de- 
lineate the  nature  and  severity  of  the  problem 
as  it  affects  the  United  States  population  as  well 
as  that  of  the  industrialized  world.  Back  com- 
plaints are  the  second  leading  cause  of  lost  time 
from  work.  (The  most  common  medical  reason 
is  the  common  cold.)  In  Sweden,  60%  of  men 
between  25  and  69  years  of  age  admit  to  having 
had  back  pain  at  some  time.  Sixteen  percent 
of  the  entire  Swedish  population  have  been  in- 
capacitated with  back  pain  for  three  weeks  to 
six  months.2 

Closer  to  home,  US  workers  lose  on  the  av- 
erage of  1,400  hours/ 1,000  workers/year  from 
back  injuries.2  The  figures  are  worse  in  Britain.2 
The  spine  is  involved  in  12%  of  work-related 
injuries;  insurance  companies  tell  us  these  in- 
juries are  25%  more  expensive  than  all  other 
industrial  injuries.2 

It  is  clear  that  disc  degeneration  in  its  many 
forms  is  the  major  cause  of  back  pain.3  However, 
true  prolapse  of  the  disc  is  only  an  infrequent 
rather  than,  as  once  thought,  a major  manifesta- 
tion of  disc  disease,  which  explains  why  so  much 
disc  surgery  has  led  to  failure.  This  is  not  to 


say  that  disc  excision  does  not  have  its  place  in 
the  treatment  of  back  and  sciatic  pains,  but  the 
specific  criteria  for  its  performance  have  only 
recently  become  well  delineated. 

Although  there  are  many  patients  who  are  ex- 
tremely grateful  for  their  successful  disc  surgery, 
there  are  as  many  who  wish  they  had  never  had 
surgery.3  With  the  failure  rate  of  disc  excision 
being  as  high  as  it  has  been,  many  people  are 
taking  a fresh  look  at  the  problem  and  returning 
to  a much  less  surgically  oriented  plan  of  treat- 
ment. Avoidance  of  any  treatment  for  this 
chronic  condition  which  leads  to  dependency 
must  be  the  norm.  Treatments  to  be  avoided 
include  prolonged  use  of  pain  medications,  sup- 
ports and  braces,  physical  therapy,  and  Trans- 
cutaneous Elastic  Nerve  Stimulation  (TENS). 

Education  of  the  patient,  along  with  reassur- 
ance, controlled  exercises,  and  weight  loss,  and 
occasional  timely  use  of  surgical  intervention 
now  seem  to  be  the  best  approach. 

What  does  the  future  hold?  Back  problems 
will  always  be  with  the  human  race.  Further 
research  into  the  underlying  causes  of  disc  de- 
generation should  decrease  the  prevalence  and 
devastating  disabilities  of  back  pain  syndromes. 
Perhaps  the  industries  so  economically  affected 
might  support  such  research.  Changes  in  our 
workmen’s  compensation  laws  away  from  those 
promoting  perpetuation  of  the  complaint  would 
also  help.  So  would  changes  in  our  tort  system 
away  from  “the  green  poultice”  (as  Dr.  Hugo 
Kiem  calls  it)  as  a balm  for  back  pain. 

In  summary,  it  would  appear  that  the  basic 
guidelines  and  principles  of  care  for  patients 
with  low  back  syndrome  have  passed  the  trial 
and  error  stage  of  development  and  are  firmly 
laid.  There  is  still  great  need  for  diffusion  of 
this  information  as  well  as  further  basic  research 
into  the  causes  of  the  low  back  syndrome. 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” Wo  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

Burroughs  Wellcome  Co. 

rm  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


MEDICAL  DIRECTOR: 
HEALTH  MAINTENANCE 
ORGANIZATION 


The  HMO  of  Delaware,  Inc.,  a newly-formed  subsidiary  of  Blue  Cross  & Blue 
Shield  of  Delaware,  has  an  outstanding  opportunity  available.  The  organization 
is  scheduled  to  initiate  a health  maintenance  program  in  April  1983,  and  seeks 
a Medical  Director  to  head  its  new  medical  facility.  The  Director  will  be 
involved  from  the  ground  up  in  the  development  of  Delaware’s  first  HMO.  The 
position  offers  a unique  opportunity  to  experience  an  alternative  medical 
delivery  system  intended,  primarily,  to  serve  employees  of  local  business, 
industry  and  government. 

Initial  responsibilities  include  the  development  of  quality  assurance  and 
medical  programs,  acquisition  of  equipment,  recruitment  and  selection  of 
medical  staff  and,  ultimately,  the  overall  direction  of  the  health  care  delivery 
systems. 

The  ideal  candidate  should  be,  first  and  foremost,  an  outstanding  physician 
and  a proponent  of  health  education  and  utilization  review.  The  candidate 
must  be  able  to  demonstrate  strong  management  and  administrative  skills; 
function  as  part  of  an  administrative  team  in  a corporate  environment;  and 
have  the  confidence  and  respect  of  the  local  medical  community. 


Among  the  requirements  for  consideration  are:  graduation  from  an  accredited 
medical  school  and  residency  program;  board  eligibility  or  certification; 
minimum  of  five  years  in  medical  practice,  preferably  in  a primary  care 
specialty;  and  demonstrated  management  ability.  Multi-setting  experience  is 
preferred  but  not  required. 

The  HMO  of  Delaware  offers  a competitive  starting  salary  and  a 
comprehensive  fringe  benefits  program.  The  program,  for  this  position, 
includes  a company  paid  pension  plan;  comprehensive  health  benefits, 
including  dental;  life  insurance;  long-term  disability  insurance;  malpractice 
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THE  LOW  BACK  SYNDROME:  WHEN  IS 
CONSERVATIVE  MANAGEMENT  RADICAL? 


Henry  A.  Shenkin,  M.D. 


In  approaching  the  problem  of  “When  is  con- 
servative therapy  of  low  back  pain  svndromes 
radical?”  the  basic  criteria  requiring  definition 
are:  1)  the  natural  history  of  the  disease  process, 
and  2)  how  effective  is  surgical  treatment.  The 
interplay  of  these  two  criteria  will  supply  the 
answer  to  the  original  question.  Indeed,  evalu- 
ating the  role  of  surgery  in  any  disease  process 
requires  that  these  criteria  be  defined.  I need 
only  mention  coronary  arterv  disease,  cerebral 
aneurysms,  and  peptic  ulcer  to  make  this  point 
clear. 

Low  back  syndromes,  or  so-called  discogenic 
disease,  are  not  of  themselves  life-threatening. 
Therefore,  it  is  the  evaluation  of  the  natural  his- 
tory of  the  disability  and/or  interference  with 
the  productivity  of  the  individual  that  needs  to 
be  made  in  order  to  consider  when  surgery  is  ap- 
propriate. 

When  pain  is  so  prolonged  or  so  severe,  or 
when  the  disability  is  so  frequently  recurrent  as 
to  interfere  with  productivity,  we  have  the  first 
indication  for  surgical  intervention.  Secondly, 
when  there  is  evidence  that  the  disc  has  extruded 
itself,  then  continued  conservative  management 
will  onlv  prolong  unnecessary  suffering  and  dis- 
ability. These  evidences  are  straight  leg  raising 
remaining  markedly  positive  for  72  hours  after 
complete  bed  rest  and/or  evidence  of  positive 
crossed  straight  leg  raising. 

When  a neurological  deficit,  such  as  a foot 
drop  or  quadriceps  paralysis  or  loss  of  sphincter 

Dr.  Shenkin  is  Professor  of  Neurosurgery  at  the  Medical  College 
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control  ( cauda  equina  svndrome ) occurs,  im- 
mediate surgerv  must  be  contemplated.  The 
natural  history  of  such  deficits,  coming  on  rap- 
idlv  as  they  do  in  disc  herniation  or  spondylotic 
disease,  is  that  they  are  apt  to  be  permanent. 
It  is  a well  known  neurological  dictum  that  the 
more  rapidly  a motor  deficit  of  spinal  cord  or 
root  origin  arises,  the  more  prompt  must  be  the 
decompression  if  permanent  damage  is  to  be 
avoided. 

The  bedrock  of  nonsurgical  management  of 
the  low  back  svndromes  is  complete  bed  rest. 
In  young,  healthv  individuals  this  can  be  pre- 
scribed safely  for  a prolonged  period  of  time, 
even  for  several  weeks.  Factors  which  alter  or 
complicate  the  natural  course  of  the  disease  pro- 
cess in  question  include  advanced  age,  obesity, 
or  the  presence  of  a history  of  vascular  disease 
which  could  make  the  development  of  phlebitis 
or  embolic  phenomenon  on  prolonged  bed  rest 
so  probable  that  the  latter  is  contraindicated.  In 
such  circumstances,  surgical  intervention  could 
be  the  less  radical  management. 

In  a similar  vein,  if  a patient  has  a psychi- 
atric problem  and  develops  a low  back  syndrome, 
the  former  may  prevent  the  patient  from  com- 
plying with  a prescription  for  bed  rest,  or  the 
physician  may  judge  that  prolonging  a confining 
conservative  management  might  exacerbate  the 
mental  problems. 

Overriding  all  of  these  indications  is  the  pres- 
ence of  proper  motivation.  The  patient  must 
want  to  get  well  and  not  have  a “stake”  in  con- 
tinuing disability.  The  patient  must  not  be 
searching  for  monetary  or  emotional  reward  for 
continuing  disability;  the  presence  of  the  latter 
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will  make  any  surgery  ineffective.  These,  then, 
are  criteria  in  evaluating  the  course  of  the  dis- 
ease process  in  question  as  to  when  surgical 
management  should  be  considered. 

The  factor  next  to  be  considered  and  balanced 
against  the  above  is  one’s  opinion  of  the  effec- 
tiveness of  surgical  intervention.  If  surgery  on 
the  low  back  were  100%  effective,  the  answer 
would  be  simple.  Unfortunately,  such  is  not  the 
case.  Even  considering  a simple  root  com- 
pressive syndrome  as  sciatica,  overall  good  re- 
sults from  surgery,  as  culled  from  the  literature, 
average  80%.  In  my  own  experience,  a prime 
factor  contributing  to  the  20%  of  inadequate 
surgical  results  is  the  lack  of  an  adequate  ex- 
posure to  guarantee  root  decompression. 

Some  personal  observations  will  explain  the 
problem.  I had  the  privilege  of  observing  my 
neurosurgical  preceptor,  Dr.  Francis  G.  Grant, 
perform  what  was  probably  the  first  operative 
procedure  knowingly  done  for  herniation  of  a 
lumbar  intervertebral  disc  in  the  Philadelphia 
area.  His  approach  was  through  a wide  bilateral 
laminectomy  just  as  though  one  were  approach- 
ing an  intravertebral  tumor.  Over  the  years 
thereafter,  we  concentrated  on  making  the  ap- 
proach smaller  and  smaller,  removing  as  little 
bone  as  possible,  on  the  presumption  that  this 
would  preserve  stability  of  the  spine.  We  were 
most  satisfied  when  the  disc  removal  could  be 
accomplished  by  an  interlaminar  dissection  with- 
out removal  of  any  bone.  Sometime  in  the 
middle  1950s,  I realized  that  this  approach  was 
unsatisfactory  in  a great  number  of  cases  due 
to  our  inability  to  explore  widely  enough  to 
disclose  migrating  disc  fragments  or  to  accom- 
plish decompression  of  involved  nerve  roots. 
Very  often,  a root  will  become  edematous  from 
pressure  of  a herniated  disc,  and  even  when  the 
pressure  is  relieved,  the  patient  continues  with 
sciatica.  We  soon  learned  that  a vicious  cycle 
has  been  started;  that  is,  the  swollen  nerve  root 
is  compressed  in  its  canal,  and  only  by  adding 
a foraminotomy  to  the  removal  of  the  offending 
disc  would  that  patient  have  an  immediate  good 
result.1  Then  this  was  found  to  be  insufficient, 
and  facetectomy  had  to  be  added  for  complete 
decompression.  Each  modification  enlarging 
the  surgical  approach  added  another  few  per- 


cent to  those  getting  good  results. 

Eventually,  about  14  years  ago,  I recognized 
that  in  the  average  case,  if  I started  with  a de- 
compression of  the  root  canal  which  required 
removal  of  the  facet  of  the  descending  articulat- 
ing process  and  then  explored  from  there,  I 
would  get  the  very  best  results.  Also,  this 
lateral  approach  permits  exposure  of  a herniated 
disc  with  the  least  displacement  of  the  nerve 
root.  Moreover,  we  began  to  appreciate  that 
the  stability  of  the  spinal  column  depends  prin- 
cipally on  the  intactness  of  the  vertebral  bodies 
and  less  so  on  the  posterior  elements.  The  latter 
can  be  sacrificed,  certainly  to  a limited  extent, 
such  as  multiple  unilateral  or  bilateral  one  level 
facet  removals,  without  affecting  the  stability 
of  the  spinal  column. 

At  the  present  time,  considering  only  fresh 
cases  and  patients  who  are  not  under  compen- 
sation or  litigation,  our  percentage  of  good  re- 
sults is  approaching  95% . The  so  far  irreduc- 
ible percentage  of  poor  results,  in  my  opinion, 
is  accounted  for  by  those  patients  with  secondary 
motivations  that  we  do  not  recognize  prior  to 
surgery,  incorrect  diagnoses  such  as  mistaking 
a neuropathy  for  root  compression,  and  even 
now,  failure  to  decompress  the  r-oot  completely 
such  as  by  not  locating  a displaced  fragment 
despite  our  best  efforts  to  explore  widely,  and 
from  other  technical  problems  such  as  infection. 
A problem  created  by  myelography  has  been 
markedly  diminished  with  the  introduction  of 
metrizamide.  We  do  not  get  arachnoiditis,  as 
was  noted  on  occasions  with  pantopaque,  and 
secondly,  because  of  the  lesser  viscosity  of  the 
water  soluble  iodine  compound,  it  has  the  ability 
to  enter  more  consistently  into  the  nerve  root 
sleeves. 

Turning  to  the  more  complicated  problems 
that  exist  in  older  individuals  in  whom  arthritis 
plays  a greater  role,  the  results  reported  in  the 
literature  certainly  are  less  satisfying.  I believe 
this  is  added  testimony  to  the  thesis  that  wide 
exposure  is  required  if  results  are  to  be  improved. 
The  spondylotic  hypertrophic  changes  intrude 
into  the  foramina  that  carry  the  roots  out  of  the 
intravertebral  canal.  The  superior  aspect  of 
these  foramina  are  composed  of  the  facets  of 
the  inferior  articulating  processes  opposed  to 
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the  facets  of  the  superior  articulating  process  of 
the  vertebrae  below.  It  is  therefore  necessary 
to  remove  the  facet  coming  from  above,  and 
occasionally  also  a portion  of  the  facet  coming 
from  below,  if  complete  decompression  is  to  be 
assured.  For  years,  this  was  “verboten”  on  the 
assumption  that  removal  of  even  one  facet  would 
cause  instability  of  the  vertebral  column  and 
lead  to  vertebral  slippage  or  spondylolisthesis. 

The  hypertrophic,  spondylotic  process  can 
cause  a general  reduction  of  the  size  of  the  intra- 
vertebral  canal  producing  symptoms  analogous 
to  those  occurring  in  younger  individuals  from  a 
congenital  lumbar  stenosis.  Of  course,  the 
smaller  the  canal  naturally  possessed  by  an  in- 
dividual, the  more  prone  he  would  be  to  this 
effect  of  lumbar  spondylosis.  Over  the  years, 
I have  concluded  that  only  the  widest  decom- 
pression can  be  effective  in  these  patients,  and 
this  can  only  be  accomplished  by  sacrificing  at 
the  very  least  the  superior  facets  of  the  apophy- 
seal joints.  We  originally  reported  on  this  ap- 
proach in  1976,  reviewing  a consecutive  series  of 
49  patients  averaging  60  years  of  age,  the  ma- 
jority of  whom  by  the  time  we  were  considering 
surgery,  were  unable  to  walk  more  than  a few 
steps  because  of  the  severe  pain  any  activity 
occasioned.2  Their  suffering  had  extended  pro- 
gressively over  a period  of  months  or  years,  and 
it  appeared  obvious  that  they  were  doomed  to 
permanent  invalidism.  Their  response  to  face- 
tectomy added  to  the  laminectomy  was  gratify- 
ing. Subsequently,  we  did  find  instances  of 
vertebral  slippage  in  patients  with  the  more  ex- 
tensive bilateral  facetectomies.3  Since  then,  in 
patients  requiring  such  extensive  facet  removals, 
we  have  added  a lateral  fusion  (the  McElroy 
procedure)  to  the  operation. 

If  surgery  for  low  back  syndromes  can  be 
effective  in  90  to  95%  of  patient  who  have  the 
proper  indications,  why  don’t  we  recommend  it 
more  universally?  Why  don’t  we  operate  on 
every  clear  cut  herniated  disc?  Why  do  we 
insist  that  conservative  treatment  be  used  at  all? 
The  answer  is,  that  even  at  the  present  time 
there  are  5%  poor  results  in  the  best  of  hands. 
Secondly,  any  surgical  procedure  in  any  patient, 
no  matter  how  healthy,  has  a morbidity  such  as 
infection,  anesthetic  complications,  and  even 


rarely,  a catastrophe  such  as  cardiac  arrests, 
pulmonary  emboli,  intraabdominal  intrusion  on 
a large  blood  vessel,  etc.  True,  these  are  minimal 
occurrences— probably  collectively  not  more  fre- 
quent than  one  in  500  patients— but  even  so,  not 
to  be  risked  in  syndromes  so  frequently  naturally 
remittant. 

A third  reason  is  psychological.  Operation  is 
stressful  and  painful.  A patient  who  has  not 
endured  pain  or  disability  for  a sufficient  time 
will  have  not  had  sufficient  memory  of  his  or 
her  original  pain  and/or  disability  to  overlook 
the  immediate  postoperative  pain  and  any  resid- 
ual discomforts  and  be  properly  appreciative  of 
the  relief  given  them.  In  other  words,  patients 
have  to  be  emotionally  conditioned  to  bear  the 
tribulations  of  surgery  and  any  minor  residual 
discomforts  that  occasionally  occur.  In  this 
connection,  a recent  advance  in  surgical  tech- 
nique can  modify  the  length  of  time  we  must 
wait  before  recommending  surgery,  the  use  of 
the  microscope  to  perform  the  so-called  micro- 
diskectomy. Using  the  microscope  through  a 
one  inch  incision,  a simple  herniated  disc  can 
be  removed  with  minimal  disturbance  of  tissue. 
The  patient  can  be  up  and  about  in  12  hours 
with  markedly  less  of  the  usual  postoperative 
pain,  and  be  discharged  home  from  the  hospital 
in  72  hours,  suffering  little  of  the  immediate 
discomforts  inherent  in  the  usual  macroscopic 
approach.  Since  the  operative  approach  is  so 
benign,  preoperative  pain  and  disability  can  be 
shorter  without  the  patient  resenting  the  opera- 
tive procedure.  However,  it  must  be  pointed 
out  that  the  micro  approach  is  only  suitable  in 
young  patients  who  have  a very  clear-cut  syn- 
drome of  disc  herniation  without  secondary 
spondylotic  factors  and  who  require  no  wide 
bony  decompression.  This  procedure  is  still 
somewhat  experimental  insofar  as  hundreds  of 
cases  need  be  reviewed  to  be  certain  that  the 
desired  outcome  of  at  least  95-100%  good  re- 
sults can  be  achieved  in  the  group  selected  for 
this  approach. 

We  have  reviewed  the  factors  in  the  natural 
history  of  patients  with  low  back  syndromes  and 
from  these  have  listed  the  indications  for  con- 
sidering surgical  intervention.  The  strength  of 
the  surgical  indication  present  in  any  individual 
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patient  must  be  balanced  against  the  chances 
of  a good  result  from  operation,  considering  the 
experience  and  expertise  of  the  surgeon  involved. 
At  present,  this  calculation  must  be  carried  out 
in  the  brain  of  the  physician  in  charge  of  the 
patient.  Ideally,  all  of  the  data,  the  clinical 
history  of  the  patient  and  the  track  record  of  the 
surgeon  involved,  ought  to  be  available  to  a 
computer  capable  of  punching  out  an  immediate, 
unbiased  answer.  I believe  this  could  be  ac- 
complished for  all  surgical  decisions  at  a fraction 
of  the  cost  of  present  cancer  research,  and  the 
result  would  be  as  important  to  the  well  being 
of  our  nation,  and  more  certain  of  accomplish- 
ment. If  the  result  of  this  careful  calculation 
done  on  a daily  basis,  whether  in  a physician’s 
brain  or  by  a computer,  favors  surgical  inter- 
vention, then  to  continue  a nonsurgical  treat- 
ment thereafter  would  be  a “radical”  approach. 
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IMPORTANT  CONSIDERATIONS  FOR  EVERY 
DELAWARE  PHYSICIAN  CONCERNING 
WORKMEN'S  COMPENSATION  CLAIMS 


Paul  H.  Speller,  Esq. 


The  purpose  of  this  article  is  to  give  the  Dela- 
ware physician  not  only  a feel  for  the  types  of 
claims  available  to  injured  employees  under  the 
Delaware  Workmen’s  Compensation  Act,  but,  in 
addition,  an  understanding  as  to  what  the  Dela- 
ware attorney  is  seeking  from  a claimant  stand- 
point from  the  treating  physician.  This  type  of 
information  should  make  it  considerably  easier 
for  the  treating  physician  to  testify  before  the 
Industrial  Accident  Board  when  called  upon  to 
do  so. 

Obviously,  the  workmen’s  compensation  law 
found  in  Title  19  of  the  Delaware  Code,  Chap- 
ters 21-23,  applies  to  an  employee  injured  dur- 
ing the  course  and  scope  of  his  employment. 
Generally,  the  benefits  available  to  an  injured 
employee  (claimant)  include  medical  expenses 
related  to  the  industrial  accident,  temporary 
total  disability  funds  (weekly  compensation  re- 
sulting from  total  inability  to  work),  temporary 
partial  disability  (loss  of  earning  capacity),  per- 
manent partial  disability  (permanent  injury  to 
a specific  part  of  the  body),  disfigurement, 
travel-mileage  to  and  from  physicians,  other 
health  care  providers  and  vocational  rehabilita- 
tion, vocational  rehabilitation,  and  permanent- 
total  disability  commuted  to  present  value  paid 
in  one  lump  sum.  Naturally,  any  payments 

Mr.  Spiller  is  a member  of  the  Delaware  Bar. 


made  voluntarily  by  the  workmen’s  compensa- 
tion carrier  or  employer  or  awarded  by  the 
Industrial  Accident  Board  will  be  done  so  only 
upon  proof  that  the  claimant  has  suffered  a 
compensable  injury. 

The  Delaware  Supreme  Court  has  identified 
four  principal  concepts  or  legal  theories  which 
will  support  an  award  by  the  Industrial  Accident 
Board,  or  in  other  words,  which  will  be  deter- 
mined to  result  in  compensability  within  the 
meaning  of  the  workmen’s  compensation  law. 
Those  four  theories  are  as  follows: 

1 ) The  claimant  proves  that  the  injury  occurred 
at  a fixed  place  and  time  and  can  be  traced 
directly  to  an  incident  of  employment.  Ob- 
viously, this  is  the  most  common  type  of  claim 
before  the  Industrial  Accident  Board. 

2)  The  claimant  proves  that  although  he  did 
have  a preexisting  injury  or  physical  weakness, 
that  unusual  exertion  in  the  course  of  his  em- 
ployment aggravated  that  condition.  In  Dela- 
ware, where  there  exists  a preexisting  injury  or 
physical  weakness  to  the  part  of  the  body  which 
the  claimant  contends  should  result  in  compen- 
sation, he  can  recover  no  such  compensation 
under  the  workmen’s  compensation  law  unless 
he  proves  such  unusual  exertion  resulted  the 
disabling  condition. 
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3)  The  claimant  proves  that  he  sustained  a 
compensable  occupational  disease,  that  is,  that 
the  employee’s  condition  was  a disease  which 
had  an  occupational  basis.  Generally,  this  is 
defined  as  one  resulting  from  the  peculiar  nature 
of  the  employment,  for  example,  the  working 
conditions  produced  the  diesase  as  a natural  in- 
cident of  that  particular  occupation,  attaching 
to  that  occupation  a hazard  different  from  and 
in  excess  of,  the  hazards  attending  employment 
in  general. 

4)  The  claimant  proves  that  his  work  has  had 
a cumulative  detrimental  effect  on  his  physical 
condition.  While  this  theory  seems  to  overlap 
the  concept  of  compensable  occupational  dis- 
ease, the  Delaware  Courts  regard  it  as  distinct 
and  independent.  In  order  to  recover  under 
this  theory,  the  claimant  must  prove  that  his 
usual  duties  and  work  habits  contributed  to  his 
condition,  and  that  such  contributing  factors 
were  present  on  the  day  when  he  alleges  that 
the  right  to  compensation  commenced.  This 
theory  is  also  known  as  the  gradual  deteriora- 
tion theory. 

Accordingly,  as  you  can  see  from  the  above, 
it  is  possible  to  prove  a compensable  accident 
in  several  different  ways,  but  all  have  a basis 
causally  related  to  a specific  employment. 

With  this  background  in  mind,  it  is  easier  for 
the  treating  physician  to  understand  what  the 
employee’s  attorney’s  needs  are  and  easier  for  the 
treating  physician  to  verbalize  his  opinion  wheth- 
er or  not  it  is  in  favor  of  or  against  the  claimant 
on  the  issue  of  compensability.  Of  course,  the  em- 
ployee’s attorney  is  seeking  an  opinion  which 
will  support  his  case  and  demonstrate  compen- 
sability. From  a medical  standpoint,  the  claim- 
ant’s attorney  is  seeking  an  opinion  which  will 
demonstrate  to  a reasonable  medical  probability 
the  causal  connection  between  the  employment 
and  the  injury  which  has  resulted  in  the  dis- 
ability. Medical  causation  is  the  key  factor. 
The  employee’s  attorney  knows  that  he  cannot 
sustain  a case  if  the  only  medical  support  is 
verbalized  in  terms  of  “possibilities.”  The  reason 
for  this  is  that  medical  testimony  phrased  in 
terms  of  possibilities  is  considered  speculative, 
and  thus,  will  not  support  a claim  under  Dela- 
ware law.  The  concept  of  reasonable  medical 


probability  indicates  that  it  is  the  physician’s 
testimony  that  it  is  more  likely  than  not  to  be  the 
case  as  opposed  to  a speculative  possibility.  It 
is  significant  that  it  is  not  necessary  for  the  phy- 
sician to  testify  that  a causal  connection  exists 
to  a certainty.1 

Accordingly,  concepts  as  to  whether  an  injury 
exists,  the  nature  and  extent  of  the  injury,  and 
causation  of  that  injury  as  it  relates  to  employ- 
ment are  important  considerations  which  the  at- 
torney for  the  claimant  will  be  seeking  an  opinion 
concerning.  In  all  likelihood,  the  type  of  com- 
pensation the  claimant  will  be  seeking  and  the 
theory  upon  which  it  will  be  determined  whether 
or  not  the  injury  is  compensable  will  fall  into  one 
of  the  categories  identified  above.  Your  testi- 
mony before  the  Industrial  Accident  Board,  there- 
fore, will  concentrate  not  only  upon  the  history 
and  examination  of  the  patient,  but  in  particular, 
the  nature  and  extent  of  the  injury  and  causation 
as  it  relates  to  compensability. 

1.  It  is  suggested  that  in  any  case  in  which  the  physician  is 
expected  to  testify  that  he  should  encourage  the  attorney  who 
causes  him  to  be  subpoenaed  to  discuss  the  nature  of  the  case 
with  him  before  his  appearance  before  the  Board. 
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